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THE POSSIBLE ROLE OF INTESTIN- 
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For more than thirty-five years I have been 
particularly interested in the role of the liver 
in the metabolism of the body, as evidenced by 
1.2.3.4 With a few ex- 
ceptions the internist and surgeon still pay scant 


Graham,°* 
7,8.9 


many articles thereon. 


attention to this important organ. 
and earlier, Heyd,® and more recently Boyce, 
with his admirable 
clinical observations, are among the notable ex- 


experimental as_ well as 


ceptions. The frequency with which liver dam- 


age is encountered in routine autopsies is well 
exemplified by the following statistics from the 
pathologic records of Touro Infirmary for the 
years 1936 and 1937, available to me through 


the courtesy of John A. Lanford, pathologist 


of this institution and tabulated by his assistant, 
A. P. Kimball, both of whom deserve my thanks 
for this information. 


TABLE 1 
LIVER PATHOLOGY IN 185 AUTOPSIES 
TOURO INFIRMARY, 1936 
No. of Cases Per cent 
Acute toxic hepatitis 39 20.7 
Fatty degeneration 71 38.4 
Cirrhosis of liver 13 7.0 
TABLE 2 
LIVER PATHOLOGY IN 188 AUTOPSIES 
TOURO INFIRMARY, 1937 
No. of Cases 
Acute toxic hepatitis 4: 2 
Fatty degeneration 5 2 
Cirrhosis of liver 18 
Congestion of liver 99 


Per cent 


oo 
> 


re 8. 
A 
f 


9 
52.6 

These same records show a low incidence of 
gallbladder pathology in proportion to liver 
pathology—(see table 3), and one is at once 


*Presented before the meeting of the Louisiana 
State Medical Society, May 3, 1938, at New Orleans. 


impressed by the frequency of liver pathology 
in extra hepatic disease as cirrhosis was found 
ii only seven per cent in 1936, with nine per 
cent in 1937, 
the liver, 52.6 per cent in 1937 but not tabu- 
lated in 


The frequency of congestion of 


1936, adds additional evidence to the 
importance of considering the liver in treating 
any medical or surgical patient. 
TABLE 3 
GALLBLADDER PATHOLOGY IN 188 AUTOPSIES 
TOURO INFIRMARY, 1937 
No. of Cases Per cent 
Cholelithiasis 1: 6.9 
Chronic cholecystitis 1 9.0 
Gangrenous cholecystitis 0.53 
Empyema of gallbladder 0.53 
Hydrops of gallbladder 3 1.6 
Consideration of the hepatic function is of 
equal importance to the surgeon and internist, 
and I agree heartily with Boyce when he states, 
“All candidates for any operation must be 
studied from the standpoint of hepatic fune- 
tion.” In 1930 I* reviewed the more popular 
liver function tests used at that time, and the 
scope of this paper will not allow of repetition, 
but, since then two tests for liver function, the 
Taka-Ara test advocated by Heath’ and others, 
and the hippuric acid test advocated by Quick" 
and used by Boyce**:? may be mentioned, The 
former requires 24 hours for a determination 
and the latter, as originally brought out by Del- 
prat!? and Whipple in 1921, requires extensive 
injury to the liver for an interference in the 
metabolism of benzoic acid to hippuric acid. For 
these reasons I have continued to use Ehrlich’s 
aldehyde test as a routine on every specimen 
of urine irrespective of the disease being in- 
vestigated. In a former article I* mentioned 
that from October 1911 to January 1, 1930, this 
test was performed in my office laboratory 


19,385 times. Never has a_ strongly positive 
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aldehyde test been found unless there was evi- 
dence of liver dysfunction either clinically, at 
operation, or at autopsy. It is present in signi- 
ficant quantities in only 6 per cent of my rou- 
tine office examinations of urine; the simplici- 
ty of the test lends itself as a routine procedure 
in urine examinations, albumin and urobilinogen 
being tested for at the same time. The object 
of this paper is not to urge the use of Ehrlich’s 
aldehyde test, but, to consider the function of 
the liver in every patient treated medically, and 
also those who are about to undergo surgical 
operations, choosing whichever test is preferred. 
None is perfect and several different tests may 
be required to give an adequate knowledge of 
the pathology present. 


Piersol and Rothman™ in 1928 concluded 
that, “Of all liver function tests thus far de- 
vised, those of greatest clinical value and general 
estimation of urobilinogen; 
(2) icterus index; (3) 
phalein, the urobilinogen test is the most deli- 


usefulness ~(1) 
retention of bromsul- 


cate single test for liver dysfunction.” This has 
been my experience, as well as that of Wallace 
and Diamond, while its use has been advo- 
3erghausen,’* Chase,'® and quite re- 
The infrequent use of this 


cated by 
cently by White."7 
simple test is probably due to the opinion of 
Wilbur and Addis!* that its clinical significance 
is limited as well as a like opinion evidently 
held by Rowntree’® and his co-workers in their 
experiments on liver function. But, their ex- 
perience with this test was quite limited, and 


certainly not comparable with mine. For a 


proper interpretation of the test a thorough un- 
experiments of 


derstanding of the original 
Bauer’ must be had, as a negative test in the 
presence of jaundice is often as significant as 
a positive test. It must be remembered that to 
obtain a positive test for urobilinogen in the 
urine, bile, or more specifically, bilirubin must 
enter the intestines where it is reduced to urobi- 
turn is absorbed by the 


In deficient liver function 


linogen, which in 
portal circulation. 
this absorbed urobilinogen enters the general 
circulation and appears in the urine. . 

In 1924 I?! reported a case of cirrhosis of 
the liver definitely influenced symptomatically 
by the absorption of intestinal toxins as evi- 
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denced by the indican test. Again in 1930 I# 
attempted to interest the profession in this sub- 
ject and reported another case of cirrhosis of 
the liver, illustrated by a chart which showed 
synchronous elevations and depressions in the 
curves of the aldehyde and indican tests. 


Four other cases are reported herewith, illus- 
trating the effect of the absorption of indol and 
other toxins from the intestinal canal upon the 
liver function as indicated by Ehrlich’s aldehyde 
test for urobilinogen. 


CASE REPORTS 

Case 1. Mrs. J. H. P., a white female, aged 53, 
was first operated upon in 1920. A chronic appen- 
dix was removed and a thickened gallbladder 
drained only, as the pancreas was enlarged and 
harder than normal. In 1927 she developed jaun- 
dice, with temperature and marked tenderness 
over the region of the gallbladder. After a stay 
ot several days in the Baptist Hospital, during 
which time she was given an initial purgative of 
calomel, phenolphthalein and rhubarb, followed by 
daily morning doses of one teaspoonful of magne- 
sium sulfate, and kept on a low protein diet, she 
was again operated upon under ether anesthesia 
by the same surgeon. On opening the abdomen a 
mass of adhesions was encountered and it was with 
great difficulty and considerable hemorrhage from 
separating the adhesions, that the remnant of the 
gallbladder was finally located as a mere stump. 
A tube was stitched in this stump and drainage 
maintained for several weeks. In 1929 she again 
developed jaundice, and after considerable manipu- 
lation a tube was inserted in the common duct. At 
this time the pancreas gave all the indications of 
being malignant, but the lymphatic glands were 
not enlarged. Drainage was maintained for sev- 
eral months. Prior to both of these operations the 
intestinal toxemia was overcome and she was 
operated upon with an empty alimentary canal. 
There was no tympanites following either operation 
and reference to Figure 1 will demonstrate that, in 


Day after operation 
2nd operation 3rd operation 
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Indican-¢—*—e——* 
Urobilinogen-X—X—X 
Fig. 1. Indican and urobilinogen excretion, Case 1, 
following cholecystostomy under ether anesthesia. 
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spite of the manipulations necessary in each oper- 
ation, the patient had very little interference with 
per liver function, and she is living today, in good 
health at the age of 71. 

Case 2. A white male, aged 60, was operated on 
in 1935 for cholecystectomy and appendectomy. At 
operation well advanced cirrhosis of the liver was 
found. He has been under my observation for 20 
years, and at the time of operation he had arterio- 
sclerotic heart disease. Reference to Figure 2 de- 


Reaction Day efter operation 
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Indican — @-e—-e—e—e 
Urobilinegen — X-K—-KX-X-*-%K 
Fig. 2. Indican and urobilinogen excretion, Case 2, 
following cholecystectomy under ethylene anesthesia. 


monstrates that while there was evidence of con- 
siderable dysfunction of the liver, the indican re- 
action was low on account of preoperative meas- 
ures to combat his tendency to intestinal toxemia, 
and also due, I feel sure, to an enema on the fourth 
operative day followed by daily doses of mineral 
oil thereafter, while he subsisted on a low protein 
diet. 

Case 3. T. J. B., a white male, aged 35, had an 
appendectomy and pyloroplasty. No preoperative 
treatment was instituted and he was greatly dis- 
tended with a mounting aldehyde reaction until 
his bowels were finally moved by an enema, when 
the distention was relieved and the aldehyde and 
indican reactions both subsided. 


Reaction 


Day after operation 
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Indican- @-e-e-#-*- 

Urobilinogen-x —x —X—x —X 
Fig. 3. Indican and urobilinogen excretion, 
following appendectomy and pyloroplasty 


propane anesthesia. 
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Charts were prepared by Miss Helena Lewis. 


Case 3, 
under cyclo- 
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Case 4. A white male, aged 61, has been under 
my observation for 17 years. With no preoperative 
treatments to his alimentary canal and being on 
full diet up to the night before, a double hernio- 
tomy was recently performed. Therefore, he was 
operated upon with his intestines filled with fecal 
matter, as evidenced by the passage of a large stool 
through, and on the sides of the rectal tube, when 
his bowels finally moved from intravenous infusion 
of hypertonic sodium chloride and physostigmine. 
The synchronous rise and fall in the curves of indi- 
can excretion and urobilinogen are well exempli- 
fied in this case. It might be of interest to note 
that during the period when his indican and alde- 


Reaction Day after operation 
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Fig. 4. Indican and urobilinogen excretion, Case 4, 
following herniotomy under cyclopropane anesthesia. 


hyde tests were at their height there was evidence 
of marked inflammatory reaction in his kidneys 
which disappeared when these tests came down. 
He was on the verge of so-called “liver death.” 


DISCUSSION 


These four cases are typical of my observa- 
tions during many years with patients operated 
upon by numerous different surgeons, which 
lead me to the conclusion that if patients are 
properly prepared for operation, there will be 
no question of treatment of ileus, just as I am 
not interested in the treatment of tympanites in 
a typhoid fever patient. Both conditions 
the result of the putrefaction of protein food, 
and all surgeons are careful to abstain from giv- 


are 


It therefore 
seems logical to me to empty the intestinal canal 
before operation and to allow food, the remnants 
of which cannot be removed, to be of the non- 
putrefactive type. 


ing food following laparotomies. 


Tympanites is caused from 
putrefaction not from fermentation. Morton*? 
has demonstrated that whereas the normal intra- 
intestinal pressure varies from 2 to 4 cm. of 
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water, after obstruction had been 
for 24 hours pressure within the gut is 4.5 to 
This is due, in my opinion, to 
the putrefaction of protein material from the 


growth of anerobic bacteria. 


present 


5 cm. of water. 


Referring to the toxemia resulting from in- 
testinal obstruction, Ochsner?*, who has done 
revolutionary experimental work on ileus, states, 
“There exists some additional factor which is 
undoubtedly a toxemia, the toxin being derived 
from the lumen of the obstructed gut, the toxins 
in all probability the result of an incomplete 
Schofield** 


found that the blood obtained from the portal 


cleavage of a protein molecule.” 


veins of animals dying from intestinal obstruc- 
tion was lethal to mice. These experiments, as 
well as those of Boyce,® certainly point strongly 
to the fact that a toxin, or toxins are generated 
by the incomplete cleavage of proteins in the 
intestinal canal. 

In a study of 715 cases of acute intestinal ob- 
struction from the records of Charity Hospital, 
3oyce and McFetridge*® found nine cases, all 
established by autopsy, which proved that death 
was due to an overwhelming toxemia with ne- 
crosis of the liver. Cole and Elman*® produced 
necrotic changes in the liver in experimental 
intestinal obstruction, while Boyce and McFet- 
ridge® further demonstrated that the liver of 
patients dying from so-called liver death con- 
tained certain toxic materials. Is it not logical 
to assume that these livers were filled with tox- 
ins absorbed from the intestinal canal, and not 
detoxicated on account of the failure of liver 
function? I have observed many cases of so- 
called “liver deaths” in various surgeons’ hands, 
and in every one the classical symptoms of acute 
intestinal toxemia were evident. Carphology. 
noted by Boyce as one of the symptoms of 
some of these cases, is one of the predominant 
symptoms of most cases of typhoid fever, but, 
I can state definitely, if the tendency to intesti- 
nal putrefaction is overcome in a typhoid fever 
case, by diet or other means, there will be neither 
carphology nor tympanites. 

CONCLUSIONS 

It is safe to assume that the removal of pro- 
tein material from the lumen of the intestinal 
canal is indicated in all conditions in which the 


Evustis—Intestinal Toxemia 


indican. Further 
clinical observation and experimental data are 


urine shows an excess of 


necessary to prove this hypothesis, but, it is 
undoubtedly unscientific and biased to dismiss 
the question of the role of intestinal toxins in 
liver pathology by refusing even to examine the 
urine for indican, as has been the rule with most 
of those whom I have tried to interest in the 
subject. 


I have asked Dr. Boyce to open the discussion 
of this paper, believing as I do that he has a 
thorough understanding of the dangers of liver 
dysfunction, and because of his scientific train- 
ing will welcome any possible explanation of the 
phenomena observed. 
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DISCUSSION 


Dr. Frederick F. Boyce (New Orleans): It is 
only within very recent years that the liver has 
begun to receive the attention it deserves as a fac- 
tor in surgery and that the syndrome of “liver 
death’ has been definitely recognized and studied. 
We now believe that the majority of patients who 
die from hyperthyroidism or thyroid storm after 
surgery actually die from liver pathology. We now 
believe that in biliary tract surgery liver deaths 
occupy an enormously important place. Indeed, 
many surgeons believe, as we do, that they rank 
second only to peritonitis. There is still, however, 
no general recognition of the important role played 
by the liver in all surgery. 

For this reason Dr. Eustis’ paper is timely. It 
is also timely because of the interest manifested 
in recent years in the subject of intestinal toxemia. 
The exact origin of this toxemia is still obscure. 
It is one of the most debated points in the discus- 
sion of intestinal obstruction. Some authorities 
believe that it is the result of vascular changes in 
the wall of the intestinal tract, others that it is the 
result of stagnation and subsequent putrefaction 
of the intestinal contents. The nature of the tox- 
emia is still one of the unsolved mysteries of medi- 
cine, but of its existence and of its fatal conse- 
quences there can be no possible doubt. Whatever 
the origin, it is quite clear that the absorption of 
toxins from the intestinal tract results in changes 
in the liver, varying from mild degenerative 
changes to actual necrosis of the liver cells. There 
is no doubt that many patients with intestinal ob- 
struction die liver deaths; exactly as many patients 
with biliary tract disease and toxic thyroid disease 
die such deaths. 

Some of these tragedies undoubtedly can be ex- 
plained by pre-existing liver damage. For the last 
two years we have been using the oral Quick hip- 
puric acid test of liver function, and recently we 
have been using the intravenous test also. The 
test is simple and we believe it is accurate; cer- 
tainly our results with it have been both suggestive 
and helpful. In our studies we have found a rather 
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surprising number of presumably normal patients 
who exhibited a depressed liver function on repeat- 
ed tests. I might say that we never accept a single 
reading as accurate. Because these patients are 
presumably normal, they are not usually given any 
special preparation. But our studies with the 
Quick test have proved very clearly that there is 
some depression of liver function in the hours and 
days immediately after operation. Anesthesia 
plays some part. We found in a large number of 
cases that when ethylene anesthesia was used 
there was an average drop of 21 per cent on the 
first day after operation, which increased to 35 per 
cent when ether was used and to 50 per cent when 
spinal analgesia was used. Merely opening the 
abdomen, with resulting loss of visceral heat, prob- 
ably plays some part in this drop, and intestinal 
tcxemia undoubtedly shares in it. Toxins which 
are brought to the liver by way of the portal vein 
originate in the gastrointestinal tract, and a liver 
depressed before operation, with its function still 
further depressed by the effects of anesthesia and 
loss of heat, may fail entirely if the dose of toxins 
is unduly large. 

Dr. Eustis outlined as part of the preoperative 
preparation of his patients the use of mild purga- 
tion. I should rather hesitate to employ that 
method, and I am inclined to think that most sur- 
geons would agree with me. I should be afraid 
that patients so prepared would be less fitted to 
withstand toxemia, because purgation produces 
what amounts to a diarrhea, and it is known that 
patients with diarrhea always show fatty infiltra- 
tive changes in the liver. Patients with a de- 
creased liver function before operation might be 
adversely and perhaps fatally affected by such a 
plan. If it is employed, it should be discontinued 
several days before operation, so that the proper 
water balance of the body could be restored. 

T6 combat the drop in liver function after opera- 
tion we have been using two methods of prepara- 
tion, glucose by mouth, as emphasized by Althau- 
sen, and decholin, or dehydrocholic acid. The use 
of these simple methods not only maintains liver 
function at the normal level but actually improves 
it, and convalescence is usually very smooth. 


Dr. Joseph Felsen (New York): I was very 
much interested in Dr. Eustis’ clinical observations 
which I think are very valuable. With regard to 
the actual scientific estimation of liver function 
tests, I am sure we all agree that inasmuch as 
the liver has many functions, some of which we 
know, many which we do not know, that any one 
test or combination of tests furnishes a rather in- 
complete knowledge of liver function. If we de- 
pend solely upon the laboratory tests and fail to 
note or properly interpret the clinical signs, we are 
liable to be misled. 


I recall in the few minutes I have had to think 
over the subject, a study of five years by one of 
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the members of my staff, Dr. Clements, who has 
correlated the results of many tests, using prac- 
tically every test available. Quite often, we were 
struck with the paradoxical relationship between 
laboratory tests and necropsy findings. So far as 
our experience goes during the last five years, I do 
not think, within the limitations of our study, that 
liver function tests are very conclusive. I would 
much rather rely upon the clinical data in a given 
case than upon any functional test. 

Dr. P. B. Salatich (New Orleans): I am glad 
to hear Dr. Eustis stress the importance of testing 
out the liver before operating. I have been talking 
about that and I have been doing it myself for 
years. Now, it is surprising how often you find 
a damaged liver when you are forced to operate. 
Often you do not have time to prepare the patient 
and get the liver back into normal condition, but 
as a rule, I think we ought always to know about 
the condition of our patient’s liver before opening 
the abdomen; that is especially important in gall- 
bladder surgery. You do not have to increase the 
time of the patient in the hospital. The way I 
do is to have the patient come in the night before 
operation at nine o’clock and have a liver function 
test made, and that patient does not have to stay 
one day longer in the hospital. 

What are you to do if you have a damaged 
liver in gallbladder cases and you have to operate 
without preparation? I have had good results in 
these cases, especially gallbladder surgery, by giv- 
ing 10 minims of adrenalin three times a day. If 
you operate on a gallbladder patient with a bad 
liver, and the liver is not functioning properly, 
the patient will have no disturbance from adrena- 
lin, but after a day or two when the liver function 
improves there will be a marked reaction. 

It is all right to give glucose, but if the liver is 
not functioning properly, you will not get the ef- 
fects of glucose as you would if the liver were 
functioning in the proper way. 

Dr. Allan Eustis (In conclusion): Regarding 
the vascular disturbances Dr. Boyce spoke of, I 
mentioned in my paper the increased pressure on 
the lumen of the intestine. It has been shown 
that this increased pressure does interfere with the 
vascular supply and experimental work may prove 
that this toxin has a great deal to do with it. 

Regarding purgation, I do not advocate purga- 
tion. I advocate overcoming the toxemia by medi- 
cal means. When you operate on these patients, 
do not let them eat proteins. Let them eat food 
that is not going to putrefy, because it has been 
shown that the flora of the intestinal canal can be 
changed by dietary means alone. So, if we wish 
to overcome that load on the liver which occurs 
in all operative procedures on the gallbladder, then 
let us recall the work Whipple and Sperry and 
Opie and Reed carried on independently of one an- 
Both produced focal necrosis in the liver 
One set of rats was fed on 


other. 
by chloroform in rats. 
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proteins, another on fats, and the third on carbohy. 
drates. And in both series of experiments, the Tats 
fed on proteins all died and showed typicai focal] ne. 
crosis. Of those fed on fats, 50 per cent died; of 
those fed on carbohydrates, none died, and at the 
postmortems no evience of damage to the liver could 
be found. There is no question but that carbohy- 
drates are indicated in liver damage. They re 
lieve the strain on the liver, but surgeons will re. 
lieve the load on the liver by not putting putrefy. 
ing material in the intestinal canal. Until gyr. 
geons consider the influence of intestinal toxins, | 
do not believe they will solve “liver death.” 





TRAUMATIC STRICTURE OF 
THE CERVIX* 
HILLIARD E. MILLER, M. D. 


and 


CONRAD G. COLLINS, M. D. 
NEW ORLEANS 


The clinical importance of traumatic stricture 
of the cervix has not been fully realized, and, 
with the exception of a few writers who are 
keenly conscious of this type of pathology, 
scant attention has been paid to the matter. The 
textbooks contain only a brief reference to 
cervical stenosis as a probable cause of sterility, 
of pyometra, or as a factor in dystocia; they 
list the physiologic causes of stenosis, such as 
developmental defects, infection and the atrophy 
of the menopause, but, very little is written of 
cervical stricture as the result of gynecologic 
interference. 

In 1920, because of his interest in the patho- 
logy of chronic leukorrhea, Curtis' became 
gradually impressed with a realization of the 
clinical importance of cervical stricture. He 
and his associates* taught themselves to look 
for obstructions, and to explore the cervical 
canal with gentleness ; and, if hysterectomy was 
inevitable, they attempted to preserve the cervi- 
cal canal uninvaded and intact, in order that it 
might be studied in an unaltered condition fol- 
lowing removal. As a result of these studies, 
they concluded that a large number of cervical 
strictures have been overlooked by both gyne- 
cologists and pathologists, and that their role in 


*Presented before the fifty-ninth annual meeting 
of the Louisiana State Medical Society, May 3 
1938, at New Orleans. 
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the etiology of pelvic disturbances is not fully 
appreciated. Holden* agrees that this condi- 
tion has frequently escaped notice due to the 
methods of examining uteri in the laboratory ; 
the condition would be found more often if the 
uteri were bisected longitudinally, as suggested 
by Curtis. He believes that in moderate stric- 
tures, the condition is often not 
recognized because the dilatation of the cervix, 


also very 


te treat the supposed pathology in the body of 
the uterus, cures the stricture. 


Stimulated by the work of Curtis, we became 
“stricture conscious,” and began to search for 
these obstructive lesions in all our postoperative 
cases, and, also in those patients in whom the 
usual pelvic examination failed to disclose any 
evidence of the etiologic factor, or factors, re- 
sponsible for the patient’s complaint. We were 
rewarded by finding a number of cases present- 
ing mild cervical strictures, which in themselves 
were responsible for sterility, dysmenorrhea, 
or leukorrhea. A review of operative records 
on cases seen in our service at Touro Infirm- 
ary and at Charity Hospital disclosed a total of 
55 cases of traumatic stricture of the cervix 
that required hospitalization, an anesthetic, and, 
not infrequently, a major operation for the re- 
lief of symptoms due to this lesion. It is only 
with these cases that this report is primarily 
We have not included an equal 
number with cervical stricture severe enough to 
demand attention, but who did not require 
hospitalization because the distorted cervical 


concerned. 


canal was more elastic, and we were able to in- 
uterine drainage by passing 
graduated dilators into the canal at frequent 
intervals in the office, until the canal remained 
patent. 


stitute proper 


ETIOLOGY 

Traumatic stricture of the cervix may follow 
simple dilatation and curettage, cauterization, 
conization, trachelorrhaphy, the 
operation, low amputation, high amputation, 
the application of radium, or forceps delivery. 
Any one of these procedures, no matter how 
skillfully performed, carries with it the possi- 
bility of future stricture formation. In gen- 
eral, it could be stated that the greater the 
amount of cervical tissue traumatized or re- 


Sturmdorf 
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moved, the greater the danger of stricture, In 
our series, cauterization accounted for 24 cases, 
a fact which, at first glance, would seem to re- 
fute the foregoing statement. However, when 
it is realized that the vast majority of cervices 
that receive treatment are cauterized rather than 
operated upon, it is quite evident that the abso- 
lute incidence of stricture is in reality no high- 
er, and, in fact, is lower, than that following 
operative procedures. The large number of 
strictures following cauterization does prove, 
however, that the man who wields the cautery, 
in his determined effort to rid the cervix of 
infection, forgets the possibility of burning too 
much tissue, and thus produces a condition 
which ultimately is worse than the original 
pathologic process. The same may be said of 
conization, which has been popularized in re- 
cent years as the treatment par excellence of 
cervical disease. It is apropos to state at this 
point that the most severe cases of cervical 
stricture encountered by us have been those 
which followed conization. 


With a view of evaluating the different meth- 
ods of attacking cervical disease by surgery, 
Bullard* analyzed the results of 261 operations. 
His conclusions are best shown by the follow- 
ing table: 

TABLE 1 


Type of operation 


No. of cases 


No.of cases 
treated 

© stenosis 
Per cent 
Impassable 
by probe 
stenosis 


on 


100.0 % 
87.8% 
74.0% 


92.6% 


High amputation 

Low amputation ........ 99 
Trachelorrhaphy ........50 
Sturmdorf operation 53 


-_ 
a 

ee Oo 
nun 2 
oo W 


— 


He is, therefore, of the opinion that for the 
cure of leukorrhea, high amputation is perfect, 
the Sturmdorf operation excellent, low amputa- 
tion very good, and trachelorrhaphy disappoint- 
ing. But the degree of cervical stenosis must 
be taken into consideration in arriving at a true 
evaluation of each method. High amputation, 
which produced the highest cure of leukorrhea, 
likewise produced the highest percentage of 
stenosis, while the Sturmdorf operation showed 
a good percentage of cures (92.6 per cent) 
with only one case of stenosis. 
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In our series of 55 cases, the etiologic factor 

was: 

TABLE 2 

ETIOLOGY 
Cauterization 
Conization . 
Schroeder amputation of cervix 
Sturmdorf amputation of cervix 
Trachelorrhaphy SRE ANE 
Se ON inl estinieiie es 
Plastic on cervix (type of operation not stated).......... 
RE ee retin eee EN a a eee 
Forceps 











TT, 
PATHOLOGY 

There are, of course, many types of stricture 
of the cervix for which the gynecologist is not 
culpable: the developmental, the inflammatory, 
the postpartal, the neoplastic, and the postmeno- 
pausal. But, for those strictures which are the 
direct result of operations upon the cervix, or 
which are the outcome of instrumentation, the 
gynecologist must take the blame. Such stric- 
tures are traumatic in origin, and may be due 
either to occlusion or to agglutination and heal- 
ing together of denuded surfaces, as is seen 
following the Schroeder, the Sturmdorf, high 
amputation, or trachelorrhaphy procedures; or, 
they may be due to a generalized cicatricial con- 
traction, as is seen following cauterization, coni- 
zation, or the application of radium. The stric- 
ture may appear either as a thin veil-like, 
fibrous band of tissue, which either wholly oc- 
cludes or markedly narrows the caliber of the 
external os; or, it may be present as a general- 
ized tortuous fibrous constriction of the entire 
length of the cervical canal. In our series, 41 
cases were of the incomplete variety, and 14 
were of the complete type. In the latter type 
of stricture, the sequelae and symptoms are 
more marked, for, in the 14 cases of complete 
occlusion, there were two associated with pyo- 
metra, two with hematometra, and two with 
endometriosis. In treatment of these 55 cases 
of cervical stricture, it was necessary to perform 
twelve abdominal hysterectomies, and, in these 
twelve abdomens, endometriosis was found in 
three. This is more than a coincidence, and 
conclusively shows that wherever there is ob- 
struction to the normal menstrual flow, there 
is a strong possibility of a retrograde emptying 
of the uterus through the tubes, and the con- 
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sequent development of endometriosis. Curtis 
and other authorities believe that any impair. 
ment to free emptying of the uterus, either of 
menstrual blood or of other secretions, is an 
etiologic factor in the production of carcinoma 
of the fundus. We were unable to find any 
evidence of fundal carcinoma in any of our 
cases, but readily subscribe to the view that in 
uteri with poor drainage, the incidence of fun- 
dal carcinoma will be higher than in uteri with 
free drainage. 
TABLE 3 
PATHOLOGY 

Incomplete stenosis 41 (1 case of endometriosis) 
Complete stenosis 14 (2 cases of endometriosis) 

(2 cases of hematometra) 

(2 cases of pyometra) 


Total number of cases 55 


TABLE 4 
LOCATION OF STRICTURE 





External os 
Entire length of cervix 
Internal os 








Total number of cases 
SYMPTOMS AND SIGNS 

The symptoms produced by cervical stricture 
are varied. There may be: dysmenorrhea, leu- 
korrhea, a persistent bloody discharge, oligo- 
menorrhea, menorrhagia, amenorrhea, sterility, 
low abdominal pain, backache, vesical tenesmus, 
pruritus, or any combination of these symp- 
toms. In our series, dysmenorrhea was the 
most prominent symptom, and was of the ob- 
structive type in nearly every case, accompanied 
by cramping pain which began one or two days 
before the onset of the period and lasted to the 
second or third day. Amenorrhea was the most 
ominous symptom, for, in the majority of these 
cases, the pathology found as the result of the 
stricture required that hysterectomy be pet- 
formed. 

Symptoms develop as early as two months 
following operative procedures upon the cervix, 
or as late as five years. They are usually in- 
sidious and mild in onset, but later become se- 
vere enough to cause marked disability and dis- 
comfort at the menstrual period. Bimanual and 
speculum examination usually reveals no evi- 
dence of pathology unless a complete stricture 
is present, in which case the absence of the cer- 
vical os and enlargement of the uterus, due to 
retention of blood and/or pus, give an index of 
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the true nature of the pathology. As a rule, 
however, it is only when an attempt is made 
to pass a sound into the body of the uterus that 
the true nature of the pathology is recognized. 
A uterine sound cannot be inserted, and only 
the smallest probe can be passed with difficulty, 
and frequently, upon its withdrawal, a small 
amount of tarry blood escapes from the uterus. 
Curtis believes that irritation from these re- 
tained secretions may be a factor in stimulating 
the metaplasia, which he has so often observed 
near the internal os, and, in that way, may be 
an etiologic factor in the production of cervical 


No 


complete in those patients who give a history of 


carcinoma. gynecologic examination is 
previous operation upon the cervix, or of coni- 
zation, cauterization, or the application of ra- 
dium, without the passage of a sound to deter- 
mine if cervical stricture exists. 
TABLE 5 
Dysmenorrhea 
Leukorrhea seblieaat 
Abdominal pain . 
Backache 
Menorrhagia ...................... ; 
Amenorrhea (2 to 6 mos. duration) .... 
Bloody discharge 
Sterility 
Oligomenorrhea 
Pruritus 
Pain in bladder . 


TREATMENT 
The treatment depends upon the type 
stricture found, upon the age and parity of the 
patient, and upon the associated pathology. In 
general, our plan of treatment has been a dila- 
tation of the cervix, with or without the inser- 
tion of a stem pessary, in cases of incomplete 
stricture, as well as in cases of complete stricture 
where the occlusion was due to a thin membrane 
For 
the more severe type of case with a general 
constriction of the entire cervical canal, or with 


encountered at or near the external os. 


complete occlusion due to involvement of most 
of the cervical canal, hysterectomy has been per- 
lormed, either by the abdominal or vaginal 
method. 
TABLE 6 

OPERATIVE PROCEDURES 
Dilatation insect 
Dilatation and stem pessary . 
Hysterectomy (abdominal) 
Hysterectomy (vaginal) 
Amputation of cervical stump 


Total number of cases. ........ 


. 
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DISCUSSION 

The consideration of the devastating effects 
of ill-performed and unwise treatment of cervi- 
cal disease cannot be set aside lightly. Cauteri- 
zation in the office, and even cauterization under 
anesthesia, are sometimes done in too haphazard 
a fashion, with very little knowledge of the de- 
gree of heat applied and still less knowledge of 
the extent to which tissues are being destroyed. 
The same may be said of conization in which it 
is equally difficult to gauge accurately the de- 
gree of coagulum produced. Kimble® points out 
that areas much deeper and wider than those 
in the path of the cautery are destroyed by the 
burned area. 


absorption of toxins from the 


Ende® calls attention to the fact that there is no 
reliable way of estimating the actual heat of the 
cautery, because the color of the cautery tip de- 
pends upon the illumination of the room, and 
quenching of the cautery by cervical mucus 
creates inequalities in heat along the hot surface, 
with the result that there is an overdose at the 
external os and very little destruction about the 
internal os. He believes that the cautery user 
who reports many cures without a great number 
of strictures is an exceptional guesser. 

We have always had serious misgivings as to 
the wisdom of denuding epithelial surfaces high 
up in the cervix; to cauterize the vaginal surface 
of the cervix is a less serious matter. A good 
rule to adopt would be to treat the cervix with 
at least as much respect as we would treat the 
mucous membranes of the nasal and aural canals, 
and cauterize just enough to destroy the dis- 
eased area, never cauterizing too deeply or too 
frequently, 

We have had very little experience with coni- 
zation, but we have seen a number of cases of 
stricture following its use elsewhere, and can 
state that these strictures were more extensive 
atid more marked than those seen following 
other methods of treatment. It is our firm be- 
lief that the indiscriminate use of this type of 
therapy applied to all types of cervical disease 
will in the end show a much higher incidence of 
stricture than will either cauterization or sur- 
gery. 

In the use of surgery, only by careful hemo- 
stasis and approximation of flaps can we obtain 











better healing. And better healing means less 
fibrosis, less agglutination of flaps, and a les- 
One 
of us (H. E. M.) for the past year has made 
it a practice to suture a small rubber catheter 
into the reconstructed cervical canal, as a pro- 
phylactic measure against the agglutination of 
one flap to the other, and is enthusiastic about 
its results. 


sened tendency to stricture formation. 


We have made it routine in the last year, ir- 
respective of how confident we were of our re- 
sults, or how pleased we had been with the tech- 
nic, to pass a probe into the cervical canal six to 
eight weeks following treatment of the diseased 
cervix, in an effort to break up any small, flimsy 
synechiae that might be present ; for, if allowed 
to remain, they would become markedly fibrosed, 
and in that manner produce cervical stricture. 

CONCLUSIONS 

1. The clinical importance of cervical stric- 
ture has not been fully realized. 

2. Cervical strictures produce sequelae which 
are worse than the condition for which the pa- 
tient originally received treatment, and may re- 
sult from any type of treatment for cervical 
disease. 

3. By prophylactic measures, a number of 
these strictures can be prevented, especially if 
a sound or a small dilator is introduced into the 
cervix at six and twelve weeks postoperatively. 

4. Fifty-five cases of cervical 
stricture have been analyzed and the result of 
the study presented. 


traumatic 


The high incidence of 
endometriosis encountered is more than coinci- 
dental. 

5. No gynecologic examination is complete, 
especially in a patient who has had any type of 
treatment to the cervix, without the passage of 
a sound to determine the possibility of a stric- 
ture being present. 
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DISCUSSION 

Dr. E. Perry Thomas (New Orleans): Almost 
eighty years ago, Marion Sims first called atten- 
tion to the importance of strictures of the cervix 
when he made his famous statement that without 
obstruction there was no dysmenorrhea. This 
statement aroused the attention of the medical pro- 
fession at the time, but once it was proved that 
dysmenorrhea was not primarily due to this factor, 
cervical stenosis was promptly forgotten. 

Some twenty years ago, Dr. Arthur Curtis be 
came interested in obstructive lesions of the cer- 
vical canal from his investigations of the treat- 
ment of chronic cervicitis. Becoming dissatisfied 
with the results of operative therapy, he experi- 
mented with radium as a treatment for chronically 
inflamed cervices. In all of his cases, after the 
use of radium, the inflammatory changes subsided, 
the hypertrophy consequent to the disease disap- 
peared, and the cervix assumed a normal size, 
shape, consistency, and color. He was enthusias- 
tic about his results, and radium bade fair to re 
place all other methods in the treatment of chronic 
cervicitis. Repeated examinations, however, over 
a period of many months revealed that all of these 
cervices, treated with radium, presented a marked 
obstruction of the cervical canal. Although they 
looked healthy in appearance, a sound could not 
be passed through the cervical canal and the pa- 
tients developed symptoms from this obstruction 
of the cervix which were far worse than the dis- 
charge and backache resulting from cervicitis. In- 
terest in the study of cervical stenosis properly 
dates from Dr. Curtis’s experience. 


The symptoms produced by obstructive lesions 
of the cervix are numerous and varied in character, 
as is shown by the present study. Local symp 
toms, directly referable to the cervix or the uterus, 
are the most common. Leukorrhea and backache 
are usual and persist despite all attempts at local 
treatment. The discharge, although small in 
amount, is usually bloody and annoying. Dys 
menorrhea is the next most common symptom and 
occasionally becomes progressively severe in the 
same manner as that produced by endometriosis. 
Indeed, it is not unusual to find endometriosis as- 
sociated with cervical stenosis. Obstructions of 
the cervical canal favor a retrograde flow of men- 
strual blood and act as contributory factors in the 
etiology of endometriosis. 


While it is true that local symptoms are most 
prominent, it should be remembered that a pyo 
metra resulting from stenosis of the cervix may 
act as a focus of infection and may be responsible 








tie! 
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for varied systemic manifestations elsewhere in 
the body. A case illustrative of this point was 
seen at the Hutchinson Memorial Clinic. The pa- 
tient was suspected by the internist of having 
tuberculosis because of long-continued afternoon 
fever and loss of weight. Clinical examination of 
the chest, supplemented by the x-ray and by tu- 
perculin tests, was negative, and the patient was 
referred from One clinic to another in an attempt 
to find a focus of infection. Gynecologic exami- 
nation revealed a stenosis of the cervix which had 
resulted from a previous Sturmdorf amputation. 
The obstructive lesion was dilated and the pa- 
tient’s symptoms were promptly relieved. This 
case is not unusual for a pyometra can not infre- 
quently be found responsible for arthritic symp- 
toms, for urinary frequency and burning, and for 
many vague symptoms which yield to no other 
measure than direct relief of the stenosis. 

Pelvic examination upon patients suffering from 
an obstructive lesion of the cervix always reveals 
a uterus which is_ very slightly enlarged and ex- 
quisitely tender. The uterine enlargement is a 
variable feature and is directly dependent upon ihe 
extent of obstruction. Tenderness of the uterus 
is always present. The passage of a uterine sound 
should be routine in gynecologic examination and 
will always reveal the degree of stenosis. 

The treatment of cervical stricture will vary 
with the extent of obstruction. The milder cases 
will frequently yield to office dilatation with Hegar 
sounds. When the obstruction is more resistant, 
and occasionally in mild cases which are not re- 
lieved by dilatation, the insertion of a glass stem 
pessary is a necessary procedure. Not infrequently 
a total hysterectomy is the only procedure which 
will afford complete relief. 


The striking point in considering cervical ste- 
nosis is that, unlike most injuries and diseases, 
the condition is caused by the physician himself. 
It results most commonly from improper use of the 
cautery or from improperly performed plastic oper- 
ations upon the cervix. The recent introduction 
of the electrosurgical unit with a technic for coni- 
zation has accounted for a large number of steno- 
ses of the cervical canal. The cautery is used too 
frequently or too extensively and the cicatrization 
produced in the process of healing results in a 
rigid, unyielding, strictured cervical canal. Coni- 
zation is followed by a cicatrization which is us- 
ually greater than that resulting from the use of 
the cautery and the consequent stenosis is usually 
more extensive. In operative procedures, too 
little attention is paid to providing an adequately 
reconstructed cervical canal, and flaps, fashioned 
either too large or too small to suit their purpose, 
are incorrectly approximated. 


This paper has been a most interesting one and 


will, I hope, bring to the attention of the general 
practitioner, the general surgeon, and the gyne- 
cologist, the fact that stenosis of the cervix is a 
possible resultant of any form of therapy used in 
the treatment of chronic cervicitis, that cervical 
stenosis results from the physician’s own negli- 
gence in regard fo the etiologic factors mentioned 
above, and that it remains undiagnosed because 
of the physician’s own carelessness in a failure to 
search for it. 

Dr. E. L. King (New Orleans): There is one 
point I want to mention regarding these opera- 
tions on the cervix, that has not been mentioned 
by the authors. That is, the occurrence of such a 
tight stricture or block of the cervix that we are 
called upon to do a cesarean section in case of 
pregnancy. I have had several of these cases and 
have found that that is the only way out. 

Another thing I wish to call to the attention of 
the members here is one case of death which 
came to my notice following use of the cautery 
on the cervix, in the office, six weeks after de- 
livery. This was not my patient. I understand 
that the cervix was cauterized in the office and 
the patient developed peritonitis and died. 

I would like to ask the authors if they can tell 
us what to do and how to do it, in cases of leu- 
korrhea when there is a lacerated and everted cer- 
vix; and what to do with leukorrhea in the purely 
chronic diseases of the cervix. If anyone can an- 
swer the question as to what to do and how to 
cure these patients and get them out of this diffi- 
culty, I think it would be greatly appreciated by all. 

Dr. Conrad G. Collins (New Orleans): Dr. 
Thomas, in his discussion, emphasized the fact 
that Dr. Curtis observed, following use of radium, 
a number of cases of stricture, and I wish to state 
that we have seen, during the past year, four or 
five cases of carcinoma of the fundus following the 
use of radium twenty-two years ago. Too much 
radium is being used in the treatment of benign 
bleeding at the menopause rather than a total or 
subtotal hysterectomy. 


Dr. O. C. Rigby (Shreveport): It has been my 
opinion for a long time that stricture of the cervix 
is the most overlooked condition that we run into. 
It has been my observation, and I notice it is the 
teaching of Curtis and others, that in senile va- 
ginitis, stricture of the cervix is the disease be- 
hind it all. You see a woman going on without 
any trouble whatsoever, but, when she passes the 
menopause, she will have senile vaginitis and leu- 
korrhea, and you can just put it down that the re- 
tained secretion has burst through the strictured 
cervix. 

I have seen one case where radium was used 
in carcinoma of the cervix and no further atten- 
tion was given the patient until a year later, when 
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there was a mass due to retained secretions, due 
to stricture of the cervix, 

I thank Dr. Miller and Dr. Collins for bringing 
this subject to our attention, and I think gynecolo- 
gists should spread this news to the profession 
in order that so many women, who later will de- 
velop stricture of the cervix, may be protected. 

Dr. Hilliard E. Miller (In conclusion): I had 
no intention of condemning the cautery wholesale, 
in so far as its value for the treatment of lacera- 
tions, erosions and mild cervicitis is concerned. 
The purpose of this paper was to bring to your 
attention the problems which might result from 
extensive use of cauteries on the cervix, and, par- 
ticularly, the disturbances which may follow coni- 
zation. We still believe that the cautery has use- 
fulness and we use it very frequently. My own 
personal feeling is that its use should be restricted 
absolutely to the destruction of the diseased area, 
and that a cautery should not be used on the 
epithelial or deep structure and canal. I believe 
this group just reported has brought to our atten- 
tion the absolute necessity of staying within strict 
limits in using the cautery in cervical diseases. 


Dr. King asked a question as to the treatment 
of leukorrhea that occurs from a lacerated cervix, 
following confinement cases. One should _ rou- 
tinely destroy the erosion but never make an at- 
tempt to go into the cervical canal. I prefer sur- 
gery to the use of the cautery or conization out- 
fit due to the large number of strictures seen fol- 
lowing extensive cauterization of the cervix. 


We did not bring senile vaginitis into the pic- 
ture as strictures associated with this entity are 
of a different type of stricture than we wished to 
present at this time. Those cases analyzed here 
have been purely of a traumatic nature. I do not 
say definitely that all were due to trauma, but 
primary trauma and secondary infection caused 
most strictures. 


I agree with Dr. Rigby that these conditions are 
commonly overlooked. I have come to make it a 
routine in my office practice to slip a sound in the 
cervix on the first examination. This can do no 
harm. If the sound slips into the cervix we know 
it is free of infection or trouble, particularly if 
there are no inflammatory lesions in the pelvis. 

I have seen several cases where strictures had 
to do with dissemination of focus of infection, par- 
ticularly a case which Dr. Hume referred to me 
for check-up as a possible focus of infection in 
the pelvis. The uterus was removed and a table- 
spoontul of pus was found behind the stricture. 
The arthritic symptoms which had been present 
cleared up and three months later instead of being 
a semi-invalid, the woman was well from arthritis. 
So, the cervix as a focus of infection must not be 
forgotten. 
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Ruptured pyosalpinx has been known from 
the time Lawson Tait made his observations in 
1868. Since that time numerous references to 
this condition have appeared in the literature, 
Bonney, in 1909, had collected 31 authentic 
cases, and Brickner? had reviewed 91 cases up 
to 1912. By the year 1932, approximately 165 
cases had been reported. 

Considering the numerous cases diagnosed 
as salpingitis and tubo-ovarian abscess, one is 
astonished at the relatively small number of 
these which terminate in rupture. In our series 
of 463 cases of tubo-ovarian abscesses, only 
two were ruptured pyosalpinx. 


MECHANISM OF RUPTURE 


The mechanism of diverse. 
Huet* distinguished two types: rupture and per- 


The rupture is commonly caused by 


rupture is 


foration. 
trauma to a relatively cold pyosalpinx, and per- 
foration during the course of active inflamma- 
tion with ulceration of the tubal wall. Rupture 
from trauma may follow comparatively mild 
effort on the part of the patient, such as lifting 
a weight, walking up stairs, or merely upon ris- 
ing from bed, or, rupture may follow more 
definite trauma, such as a blow upon the abdo- 
men, a gynecologic examination, or a fall. 
Lynch‘ reported four cases following gynecolo- 
gic examinations, and Lapeyre® presented two 
cases following a blow upon the abdomen. 
Spontaneous rupture occurs frequently, and is 
generally associated with perforation (Plan- 
son,® Horine,? and others). 


The offending organisms are most frequently 
the colon bacillus, streptococcus, staphylococcus, 
and gonococcus ; less frequently, the Koch bacil- 


lus and typhoid. Brickner? found 11 cases 
which were gonorrheal in origin and 12 which 
were puerperal in origin. Apparently the colon 


*Presented before the fifty-ninth annual meeting 
of the Louisiana State Medical Society on May 3, 
1938, at New Orleans. 

+From the Department of Obstetrics and Gyneco- 
logy, Louisiana State University School of Medi- 
cine, and the State Charity Hospital, New Orleans. 





TESSITORE AND PoTEKIN—Ruptured Pyosalpinx 


type of infection is the most virulent, inasmuch 
as this type, in the majority of reported cases, 
js associated with perforation rather than rup- 
ture. 
SYMPTOMATOLOGY 

The symptomatology and findings are char- 
acteristic, simulating an acute abdomen due to 
a ruptured viscus. Pain is severe and sudden, 
and is the first sign of peritoneal irritation. 
Sabadini® describes it as intense, violent, dra- 
matic, and syncopal in either the right or left 
iliac region, diffusing rapidly over the entire 
abdomen. The pain in most instances is accom- 
panied by a state of collapse, with pale facies, 
cold and clammy skin, and rapid, thready pulse. 
The temperature rises quickly, with chills. Nau- 
sea and vomiting are frequent. The abdomen 
shows abolition of respiration, rigidity, and 
marked tenderness. In cases in which a pelvic 
mass was demonstrable before the onset of 
these symptoms, a diminution in the size of this 
mass may be noted. There is marked tender- 
The 
possibility of rupture should always be consid- 
ered in a patient with known pelvic infection 
who, following trauma, or gynecologic examin- 


ness in the cul-de-sac and adnexal regions. 


ation, or without such procedure, shows symp- 
toms of collapse. 
PROGNOSIS 

The prognosis is generally grave and depends 
upon the manner of rupture, the virulence of 
the offending organism, the rapidity of diag- 
nosis, and the time and manner of surgical in- 
tervention. As was previously stated, perfor- 
ation is commonly associated with the more viru- 
lent type of infection, and trauma with that of 
a relatively cold pyosalpinx. In Huet’s* collec- 
tion, there were seven recoveries in 19 cases 
of rupture, and there were eight deaths in 12 
cases of perforation. 

It is obvious that early surgical intervention 
is of prime importance, inasmuch as most 
patients are already in shock and are therefore 
poor surgical risks. Lubke,® in his statistics of 
1923, found a mortality of 27 per cent in those 
patients operated upon before the twelfth hour 
after rupture, and a mortality of 66 per cent in 
those operated upon after the twelfth hour. In 
Bonney’s! collection, there were 14 recoveries 


in 20 patients operated upon before the twelfth 
hour after rupture, and four deaths in five 
patients operated upon after the forty-eighth 
hour of rupture. Of the 36 unoperated patients 
in Brickner’s? series, the mortality was 100 per 
cent. 
SURGICAL PROCEDURE 

Laparotomy and drainage is, of course, the 
basic operative management; however, the type 
of drainage is still of some question. The 
greatest number of cases reported in the French 
literature and, apparently, with the greatest 
number of recoveries were treated with the 
Mikulicz drain, its favor being due to its greater 
surface area, which permits more absorption 
and drainage. Lapeyre® cited four patients 
treated with the Mikulicz, with recovery in all. 
Planson® and Haller?’ reported four patients 
also treated with the Mikulicz, with no mor- 
talities. In Lynch’s™ four patients treated by 
means of rubber tubes, there was a mortality 
of 50 per cent. 


We believe that an adequate amount of sur- 
gery should be done for these cases, the oper- 
ator bearing in mind the manner of rupture, 
the virulence of the offending organism, the 
amount of pathology in the pelvis, and the con- 
dition of the patient. If circumstances permit, 
it is best to do a salpingectomy; if the opposite 
tube is involved, bilateral salpingectomy and sub- 
total hysterectomy. This is in accord with the 
opinion of many gynecologists. In Planson’s® 


cases, subtotal hysterectomies were performed. 
Layepre® reported four cases: two patients 
treated by means of subtotal hysterectomy, one 
treated by bilateral 
treated by unilateral salpingectomy. All recov- 


salpingectomy, and one 


ered. In Haller’s!® report of two cases, the 
first patient, operated upon 10 hours after rup- 
ture, was treated by means of a bilateral sal- 
The 
second, operated upon 19 hours after rupture, 
was treated by salpingectomy ; both recovered. 


pingectomy and subtotal hysterectomy. 


Our series comprises a total of 463 cases of 
tubo-ovarian abscesses occurring in the State 
Charity Hospital from January, 1930 to Oc- 
tober, 1937. There were two cases of ruptured 
The incidence as to 
race and age is given in Table I. 


pyosalpinx in this series. 
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TABLE I 
Incidence of Tubo-ovarian 
Race and Age Groups 
Per Cent 
Colored White 
134 15.98 
120 11.66 25.92 
47 7.13 10.15 
1 0.00 21 
302 34.77 65.23 


TABLE II 
Location No. of Cases 
Bilateral 113 
Right 184 
Left 128 
Not mentioned 38 
Total 463 


Abscesses 


Per Cent 
Colored 
28.95 


White 


Per Cent 
24.41 
39.74 
27.64 

8.21 

100.00 


It is apparent from Table I that tubo-ovari- 
an abscesses occur most frequently in the child- 
bearing age. The incidence in the colored race 
is approximately twice that in the white race. 

It is interesting to note in Table III that 142 
patients with unrupttred tubo-ovarian abscesses 
were operated upon with a mortality of five, or 
1.08 per cent. Incision and drainage was done 
in four, with recovery in each case. Six tubo- 


ovarian abscesses were ruptured during re- 


moval, with one mortality. Seven patients re- 


blood chemistry negative; urine: sp. gr. 1.030; al. 
bumin 2 plus; occasional R.B.C.; blood count: 
W.B.C. 25,000; N. 92 per cent; S.M. 8 per cent; 
roentgen ray revealed moderate distension of je- 
junum with few fluid levels. Progress: After ob. 
servation on medicine, patient was thought to 
have intestinal obstruction. She was taken to the 
operating room. On entering the peritoneal cavity, 
a large amount of highly colored purulent mater. 
ial was found. The large bowel was markedly 
distended. The pelvis contained a large tubal ab. 
scess with a small perforation about 2 cm. from 
the cornual end of the tube. The postoperative 
diagnosis was perforated tubal abscess with gener. 
alized peritonitis. Ileostomy, salpingectomy and 
drainage were done. 


Case 310. Colored, aged 55, admitted October 
6, 1930 and died October 7, 1930. On admission 
the chief complaints were pain in lower abdomen, 
fever, and chills. The illness began with pain in 
lower abdomen for past two weeks, more marked 
on the right side. Two days prior to admission, 
the pain suddenly became severe. She had a 
chill shortly afterward, and thought she had fever. 
The patient had been in bed for the past two 
weeks. Examination: B.P. 106/60; temperature 
103; pulse 130. The patient appeared very toxic, 





TABLE III 


Tubo-ovarian 


Not Ruptured 
No. operated Mortality No. not operated 
142 5 311 
30.67% 1.08% 67.17% 


Abscesses 
Ruptured 
Total Total operated Mortality 
8 2 8 
1.72% 43% 100% 





ceived posterior colpotomies; each recovered. 
Of the unoperated ruptured abscesses, the 
mortality was 100 per cent. Two cases of tubo- 
ovarian abscesses with rupture were operated 
upon without recovery. However, the first had 
been ruptured for 48 hours before operation, 
and the second expired on the operating table 
just as the abdominal incision was being made. 
Cases 534 and 310 represent the two cases of 


ruptured pyosalpinx occurring in our series. 


CASE REPORT 

Case 534. Colored, aged 43, admitted to medical 
ward June 4, 1934 and discharged July 3, 1934 as 
recovered. The chief complaints were pain in ab- 
domen, vomiting, and fever. The illness started on 
June 3, 1934, with excruciating pain in lower ab- 
domen. She took salts shortly after onset of pain 
and vomited several times. Examination: B. P. 
130/90; temperature 102; pulse 120. The abdomen 
was moderately distended, rigid, and very tender to 
examination. Laboratory: Wassermann negative; 


and was perspiring a great deal. The abdomen was 
rigid and tender, and a mass the size of a four 
months’ pregnancy could be palpated in the lower 
right abdomen. Pelvic examination revealed a large 
tender fluctuant mass bulging into the cul-de-sac. 
Progress: Diagnosis of ruptured tubo-ovarian ab- 
scess was made and the patient taken to the 
operating room. On opening the peritoneal cavity, 
the right tube was seen to be greatly distended 
and filled with a purulent material. There was a 
small defect in the wall of the tube about 3 cm. 
from its cornual end. The patient expired short- 
ly after the abdominal incision was made. The 
postoperative diagnosis was perforation of right 
tubal abscess with general peritonitis. 


DISCUSSION 


It is evident from the histories that both cases 
were perforations which had occurred spontan- 
eously. 

The symptomatology and findings in the 
first case were not typical, the diagnosis of rup- 
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tured pyosalpinx being made at operation. How- 
ever, sudden severe pain was a prominent fea- 
ture. The tubal abscess had apparently perfor- 
ated 24 hours prior to operation. 
was made, but proved to be sterile. 

The operative procedure consisted of ileos- 
tomy (inasmuch as a paralytic ileus was thought 


A culture 


to be co-existent), salpingectomy, and rubber- 
tube drainage. The condition of the opposite 
tube was not mentioned in the operative descrip- 
tion. 

The second case was that of a pyosalpinx 
which had perforated 48 hours prior to admis- 
sion into the hospital. The symptomatology 
and findings suggested a ruptured tubo-ovarian 
abscess. Operation was attempted, but the 
patient expired shortly after the abdominal in- 
cision was made. Unfortunately a culture was 


not taken. 


The importance of earlier diagnosis and 
earlier surgical intervention in this case is ap- 
parent and, we believe, might have offered a 
more favorable prognosis. 

SUMMARY 

1. The incidence, etiology, symptomatology 
and treatment of ruptured pyosalipinx are re- 
viewed. 

2. A series of 463 cases of tubo-ovarian 
abscesses, occurring in the State Charity Hos- 
pital from 1930 to 1937, is presented. Eight 
cases of ruptured tubo-ovarian abscess occur- 
red in this series. 

3. Two cases of perforated pyosalpinx oc- 
curring in this series are discussed. The first 
was operated on 24 hours after perforation of 
the tube. An unilateral salpingectomy, with ab- 
dominal drainage by means of rubber tubes, was 
performed. The second case was operated upon 
48 hours after perforation; however, at this 
time the patient was a poor surgical risk and 
expired. 

4. The mortality occurring in our two cases 
was 50 per cent. 

5. The importance of early diagnosis and 
early surgical intervention with an adequate 
amount of surgery is stressed. 
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DISCUSSION 

Dr. N. J. Tessitore (New Orleans): Several im- 
portant factors are gathered from this presenta- 
tion, the first of which is the predominance of 
tubo-ovarian abscesses occurring in the colored 
as compared to the white. In this particular series 
there were only two cases of ruptured pyosalpinx. 
This relative infrequency, however, should not 
lead us to ignore the possibility of such a’ condi- 
tion in a gynecologic patient with an acute ab- 
dominal syndrome. 


(2) The two types of ruptures that have been 
discussed are: spontaneous perforation of a dis- 
tended tubal wall and those that occur due to 
trauma. Of the two, those that occur spontan- 
eously are the more virulent. (3) A high mortality 
is associated with ruptured tubo-ovarian abscess 
and pyosalpinx. (4) In touching upon the treatment 
of these cases, I wish to compare the treatment as 
instituted by the French as compared to ours. We 
have a tendency to be conservative, treating them 
as cases of peritonitis. The French are much 
more radical, instituting immediate laparotomy, 
drainage, removal of diseased structures, and their 
results are much better than ours. Possibly we 
should be more radical in the treatment of these 
cases. 


Finally, in order to improve our mortality it is 
absolutely necessary that we make an early 
diagnosis and institute early surgical intervention. 


Dr. Peter Graffagnino (New Orleans): Dr. Tes- 
sitore and Dr. Potekin should be congratulated on 
bringing this timely subject before us at this meet- 
ing. As they have recorded them here, two definite 
points stand out in the analysis of these cases. 
The first point is that the incidence of pyosalpinx 
is not as infrequent as we are led to believe in 
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some literature studies, and the possibility of rup- 
ture is ever present. The thing that has struck 
me forcibly is that it is possible that we have been 
entirely too conservative in the treatment when 
there is a collection of pus in the pelvis. The ten- 
dency has been to allow cases to rest for too long 
a period of time and radical procedures should be 
instituted more often than hitherto. 

The second point that was brought out is that 
apparently conservative treatment after rupture 
has been attended with more serious results than 
radical procedure. It would appear from these 
studies that we have been too conservative in 
handling cases after rupture takes place. Drains 
alone are apparently not sufficient to take care of 
damage in the peritoneal cavity. The paper brings 
out definitely that the sooner the case is recognized 
and radical operative procedure is instituted, the 
better the results obtained. 

Dr. J. S. Potekin (In conclusion): I would like 
to stress one point before closing the discussion 
of this paper. I believe that the operative pro- 
cedure should be more radical than that practiced 
in this country. By that I mean on entering the 
abdominal cavity in a case of ruptured salpinx, the 
The French 


ruptured tube should be removed. 
have shown that the mortality is not increased 
when the tube is removed and some report re- 


coveries of one hundred per cent in a series of 
four to eight cases. It is our tendency here to 
make a diagnosis of generaiized peritonitis, insert 
a drain and close the abdominal cavity. 





HYPERTHYROIDISM* 


R. B. WALLACE, M. D. 
ALEXANDRIA 


Hyperthyroidism is a subject which is receiv- 
ing marked attention by the medical profession 
because it seems to be on the increase, and for 
the reason that its management and treatment 
have become so almost universally standardized 
that earnest surgeons throughout the country 
may successfully benefit and cure these un- 
fortunate individuals. In this paper only cer- 
tain divisions of this topic will be discussed. 

CLASSIFICATION 

The subject has two divisions: (a) diffuse 
goiter, i. e., exophthalmic, Graves’ disease; (b) 
nodular goiter with hyperthyroidism. 

Exophthalmic goiter may occur at any age, 


*Presented before the fifty-ninth annual meeting 
of the Louisiana State Medical Society on May 4, 
1938, at New Orleans. 
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several patients having been operated on suc- 
cessfully under the age of five years.1_ Nodular 
goiter with hyperthyroidism occurs in later life, 
and I shall comment here that it is usually more 
serious because of coincidental lesions.? 


DIAGNOSIS 
Briefly, this is established: (a) subjectively, 
by enlargement of the neck, nervousness, emo- 
tional instability, loss of weight in spite of in- 
creasing appetite, sweating and intolerance to 
heat; (b) objectively, by enlargement of the 
gland (which may be only slight in diffuse 
goiter), tachycardia, tremor of the hands and 
fingers, increased tendon reflexes, warm lusty- 
colored hands and elevation of the systolic 
blood pressure without a corresponding rise of 
the diastolic.* In Graves’ disease exophthalmos 
and stare are noted. Tachycardia is the most 
dependable sign of hyperthyroidism and closely 

following this in significance is weight loss.* 


The laboratory furnishes many valuable data. 
The basal metabolic rate is usually high in ex- 
opthalmic goiter but it varies, being as high as 
+-90 or as low as —20.5. The iodine tolerance 
test? which may be used to reveal at specific 
time intervals as zero hour, one half hour, one 
hour, one and a half hour, and two and a half 
hours; the blood iodine, which does not rise to 
so high a level in the hyperthyroid patient as in 
either the normal or non-toxic goiter case. The 
impedance angle test,* made by the use of an 
electrical device, aids in the diagnosis and is 
accurate in 71 per cent of cases studied. 
Cholesterol determinations are relatively low in 
hyperthyroidism. 

TREATMENT 

Irradiation has been employed by several 
radiologists®** reporting good results in many 
cases treated. A _ sclerosing solution injected 
into the gland has also been proposed.1° Two 
authors! have obtained good results by ad- 
ministering a high fat diet. However, the pre- 
ponderance of evidence leans strongly to surg- 
ery, i. e., subtotal thyroidectomy, as the choice 
of procedure in the greatest number of cases. 
Since 1923, the date Plummer’? established the 
significance of iodine in the treatment of hyper- 
thyroidism, this drug has been universally em- 
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ployed as a preparatory treatment in surgery on 
the gland, and I shall discuss it rather freely 
from the literature as accepted at the present 
time. 

The chief action of iodine is mechanical™ 
because of the rapid increase of the colloid con- 
tent of the gland. This causes back pressure 
on the glandular acini and cell structure, as well 
as on the blood vessels by which they are sur- 
rounded, thus producing decided edema within 
the gland. It is the mechanical action of the 
edema which causes stasis of the functional ac- 
tivity in the secreting cells of the glandular tis- 
sue; therefore, less toxin is poured into the 
blood stream, and clinical improvement is soon 
apparent. But long continued administration of 
iodine will cause the patient to become “iodine- 
fast.” Similarly, it may be expressed™ that 


iodine produces a synthesis of protein 





a pro- 
duction and storage of colloid; but it may be 
stated here that as the gland fills up with col- 
loid owing to the iodine blockade, an increasing 
secretory pressure is built up within the gland 
which finally forces the blockade or barrier, and 
thyrotoxicosis in some degree returns. 

Iodine response, Lerman’s statistics®: 96.6 
per cent showed the usual drop in basal meta- 
bolic rate (15 points in the higher brackets and 
10 points in the lower were considered a positive 
iodine response) and 3.4 per cent showed no 
significant change or at most a doubtful change. 
There were eight deaths, 1.1 per cent in the 
group which responded to iodine therapy and 
six deaths, 24 per cent, in the group which 
failed to respond. There were eight operative 
deaths, 1.3 per cent, in the former group and 
six deaths, 24 per cent, in the latter group. The 
mortality rate was about twice as great in 
males in the positive iodine response group and 
about identical in the negative response group. 
Concerning age, 10.5 per cent of patients over 
50 years of age failed to respond to iodine, 
whereas only 2.1 per cent of those under 50 
failed to do so. The mortality in both groups 
tended to increase with age, being always higher 
in both groups when they were iodine negative. 

An analyzed factor demonstrated that more 
patients responded to iodine with a high meta- 
bolic rate, say above plus 30, than those under 


this figure: e. g., 48 per cent of the negative re- 
sponse group had a metabolic rate of under plus 
30, as against 19.4 per cent of the positive re- 
sponse group. Therefore it may be stated that 
the incidence of negative response was higher 
in the lower bracket. 

The thyroid glands were classified as either 
nodular or diffuse. Sixty patients, 8.6 per cent, 
who responded to iodine had nodular goiters, 
whereas 36 per cent of the non-responding 
group had them. There were twice as many 
deaths in the negative group with nodular 
goiters as in the same group with diffuse 
goiters, the operative mortality rate being 4.5 
per cent of 111 patients with nodular goiters and 
2.2 per cent in 671 patients with diffuse goiters. 

The data indicate that the type of iodine re- 
sponse was not influenced by cardiac enlarge- 
ment; however the mortality rate was greater 
in both groups with cardiac enlargement, 2.1 
per cent and 41.7 per cent for the positive and 
negative groups respectively with cardiac en- 
largement and 0.5 per cent and 7.7 per cent re- 
spectively for positive and negative groups with 
it In cardiac diseases of all types, the mortal- 
ity rate was 14.2 per cent. 

It was noted in patients who did not re- 
spond to iodine therapy in contrast to those who 
did that: (1) Generalized arteriosclerosis was 
three times as prevalent; (2) that mortality was 
greater in those who had arteriosclerosis; (3) 
that those patients with arrhythmias, particularly 
fibrillation, responded less often and that the 
mortality rate was higher, and (4) that both 
blood pressures, systolic and diastolic, were al- 
ways higher. 

The response to iodine medication is admir- 
ably discussed by Lerman’ in a critical study 
of 731 cases. A normal or low blood iodine, 
(normal is 10 micrograms per 100 c.c. of blood), 
in a patient with indisputable evidences of hy- 
perthyroidism is a bad prognostic sign, indicat- 
ing a poor surgical risk and a strong possibility 
of recurrence’, 

Since in the preliminary surgical treatment of 
hyperthyroidism, more iodine is administered 
than to fulfill the requirements of the thyroid 
gland, it seems reasonable to assume that its ef- 
fects elsewhere must play some beneficial role’. 
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Since primary iodinization produces the most 
marked and beneficial effects in a hyperthyroid 
patient, Bethea’S advises that in exophthalmic 
goiter, iodine should be used only to prepare 
the patient for operation. The patient should 
be operated on comparatively early, for in the 
severe, later stages, the result is survival rather 
than recovery. 

The preparation of the patient for surgery 
consists of rest in bed, sedation, administration 
of a high carbohydrate diet and iodine in the 
form of the compound tincture (Lugol's solu- 
tion) in doses of ten drops three times daily in 
orange juice for a period of from ten to four- 
teen days—up to three weeks if necessary, at 
the end of which time a subtotal thyroidectomy 
is done. Exceptions will be mentioned later. 

TYPES OF ANESTHETIC 

The type of anesthetic is then considered : 
(a) Avertin, 90 to 100 milligrams per kilo. 
supplemented with nitrous oxide is preferred by 
Sommer* because quiet and sleep will continue 
postoperatively from three to six hours; (b) 
Nordland* states that gas (nitrous oxide and 
ethylene) is the ideal anesthetic for marked hy- 
perthyroidism. In visiting the various clinics 
I have been impressed by the good results of in- 
filtration anesthesia supplemented by gas ad- 
ministration. But in the patients with hyper- 
thyroidism on whom I have operated, I have 
used rectal anesthesia of ether in oil as outlined 
by Gwathmey’ and find it most satisfactory. 

Certain cases may require pole ligation or 
ligations, but preferably it seems in these cases 
that two stage lobectomy is better. They are 
grouped by Davison and Aries*® as follows: (a) 
The intensely toxic patients who do not respond 
satisfactorily to iodine preparation”; (b) the so- 
called iodine resistant glands; (c) those patients 
with outstanding cardiac manifestations not re- 
sponding satisfactorily to treatment, whose 
symptoms are due either to primary thyrotoxic 
myocardial degeneration, or are superimposed 
on an organic heart disease; (d) those of ad- 
vanced age with systemic arteriosclerotic changes, 
and (e) those with associated pathology as 
would make them poor risks for any surgical 
procedure. Jodine is not given (after the pa- 


tient leaves the hospital) between the lobec- 
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tomies, the second of which is performed from 
six to twelve weeks after the first, except that 
iodinization is done preparatory to the second 
Icbectomy. 

As the operative technic is adequately de- 
scribed in many texts I shall omit this proce- 
dure. 

POSTOPERATIVE MANAGEMENT AND CRISIS 

The postoperative treatment consists of free 
administration of fluids, 2000 to 4000 c.c. in the 
first twenty-four hours of which 1000 c.c. are 
Mor- 
phine and pentobarbital (which act synergistic- 
DeCourcy!? advises 
administration of 31 grains of sodium iodide in- 


glucose solution given intravenously. 


ally) produce quietude. 
travenously immediately following operation— 
while on the operating table. In the following 
twenty-four hours 100 minims are administered 
rectally. The semi-upright position of the pa- 
But 


Aries*® state, after a careful study of a hundred 


tient produces comfort. Davison and 
cases, that the use of iodine following subtotal 
thyroidectomies is fallacious. 

I wish at this time to discuss postoperative 
crisis. McQuillan and Breidenbach*! state that 
thyroid crisis cannot be explained by a single 
cver secretion theory. It frequently occurs fol- 
lowing a radical subtotal thyroidectomy where 
a small portion of traumatized tissue is left in, 
and this tissue does not function until healing 
has taken place. The theory of suppressed se- 
cretion is sounder, and suggests the use of thy- 
roxin which has shown to be successful. Its 
usefulness is based on the probability of a su- 
gar starvation of the cells of the central nervous 
system. This condition is accompanied by low 
blood sugar, and thyroxin has been found to 
raise the blood sugar. Liver damage certainly 
plays an important role in this feature and all 
other phases of hyperthyroidism. 

While the alarming state of crisis has not oc- 
curred so frequently since introduction of 
iodine, the preparation for its treatment should 
be anticipated. A crisis in the hyperthyroid pa- 
tient may develop spontaneously, may follow 
traumatic injury, may follow an operation other 
than on the thyroid gland, but most commonly 
it is in relation to these operations. An acti- 


vation of the disease may occur if a focus of in- 
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fection becomes active as an acutely abscessed 
tooth or an attack of acute tonsillitis**. 

An impending crisis may be recognized? by an 
increase of a known pulse rate, a clear mentality 
becoming irrational and if vomiting and diar- 
rhea occur (because then the patient is losing 
the balance of metabolism). The treatment 
consists of giving her something to burn instead 
of herself; administer salt solution and glucose 
intravenously day and night at the rate of 40 to 
60 drops per minute—do not interrupt the treat- 
ment. Also by another vein give from 500 to 
800 grams of 50 per cent glucose daily; then 
put the patient on a high carbohydrate diet by 
mouth for three weeks and then do a lobectomy, 
removing the second lobe in about six weeks. 
If vomiting and delirium occur 50 drops of 
Lugol's solution may be placed in 1000 c.c. of 
fluid and administered intravenously?, 

Sloan** gives two grams of thyroid extract 
by rectum and expects results in twelve hours. 
while thyroxin intravenously may act in four 
hours. He advises the oxygen tent with 50 per 
cent air-oxygen mixture early, also blood trans- 
fusions. 

Pemberton**, following Kendall, used sodium 
chloride intravenously and sodium citrate and 
cortin with good results in one case. 

Another important complication is hemorr- 
hage which may produce marked pressure on 
the trachea. 

Mortality may be caused by pneumonia, car- 
diac failure, thyroid crisis, air embolism in the 
pulmonary artery, cellulitis and hepatic damage. 

By recurrence, as contrasted with persistence, 
it is understood that after a patient having had 
a subtotal thyroidectomy and iodine has been dis- 
continued, with complete abatement of symp- 
toms and a normal metabolic rate for three or 
more months, the patient then develops signs 
and symptoms of hyperthyroidism with an in- 
crease in the basal metabolic rate. This patient 
has a recurrence of hyperthyroidism. The treat- 
ment is additional surgery but good results have 
been recorded by radiologists®. 


I have operated on four patients with hyper- 
thyroidism, two of the diffuse type and two 


nodular. There was no mortality in this small 


series. I shall report in some detail one of 
these cases. 
CASE REPORT 

Case 1. Miss L. M., aged 43, came to my office 
March 25, 1937, with the following symptoms: 
nervousness, insomnia, trembling all over at times, 
dyspnea, weak eyes (inability to read a newspaper), 
free expectoration, had coughing spells in the 
mornings, weakness, nausea recently, no appetite, 
weak legs, and a loss of fifteen pounds in weight. 
All the symptoms have occurred since an attack of 
influenza February 7, 1937. 

Examination revealed a cardiac rote of 124, 
marked tremor, very nervous, slight stare, thyroid 
gland enlarged bilaterally, especially on right. The 
basal metabolic rate was +98. 

She was immediately sent to the hospital. pre- 
pared for thirteen days by the accepted methods 
and then a subtotal thyroidectomy was done; the 
postoperative course was never alarming and she 
left the hospital on the tenth day. 

She returned for a cneck-up August 17, 1937, at 
which time the basal metabolic rate was -3. By 
request she returned to the office April 10, 1938, at 
which time the basal metabolic rate was +2. All 
abnormal signs and symptoms except the weakness 
in her legs had completely disappeared. 


SUMMARY 

Since hyperthyroidism seems to be increas- 
ing and since the voluminous literature is conclu- 
sive that these patients may either be cured of 
the disease or at least relieved of many of the 
symptoms, the challenge to the profession is 
at hand. 
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DISCUSSION 

Dr. J. E. Heard (Shreveport): Goiters have al- 
ways been of peculiar interest to me ever since I 
have been in the practice of surgery and I think 
we may safely say that the goiter problem is still 
an unsolved problem. The results of our present 
known methods of treatment are not as satisfactory 
as they should be. It is true that if they are pro- 
perly handled are fair. You might say the 
trouble is that the thyroid gland is so closely as- 
sociated with the pituitary, adrenal and ovaries in 
women, other glands about which we know 
little, that the problem will never be solved until 
we understand the endocrine system. 

The diagnosis of this condition is not 
easy, by any means, especially in the borderline 
Several conditions are easily confused with 
hyperthyroidism, one of which is neurocirculatory 
asthenia. Patients who are toxic require careful 
and prolonged 
diagnosis can be made. 


they 


and 


always 


cases. 


study observation before accurate 
Once the diagnosis of defi- 
nite toxic goiter is made, our system has been to 
put the patient to bed, keep quiet, put on high 
diet, give plenty of fluids and start the 
patient out with Lugol’s solution and increase to 
fifteen drops a day. Lugol's solution will show 
improvement usually within ten days. 
however, always work and when it does not we go 
back to other methods. 

If carefully managed, all of these patients can 
be carried through operation with very low mor- 
tality. Until the pulse stabilizes at around 100, I 
think that the operative risk is questionable. My 
has been to use sodium amytal and put 
the patient to sleep in bed and then continue the 


caloric 


It does not, 


system 


anesthetic with ethylene and ether. My results 
have been comparatively very satsiafctory. Many 
patients, after they are put on the operating 
table, are refused operation and sent back to their 
room ‘still being too toxic and in too bad a condi- 
tion for operation. The pulse shoots up tremendous- 
ly when they are put to sleep and if it does not fall 
rapidly it is a good idea to send the patient back 
to bed. The study of this problem, I think, is one 
of the most interesting that confronts us in surgery. 
Ii has always been very intriguing to me and I 
wish that we knew more about it. 

Dr. O. W. Bethea (New Orleans): It has not 
been long since a surgeon would have hesitated to 
ask an internist to discuss a paper on thyroid dis- 
ease. The internists claimed that when a goiter 
reached the surgeon some physician had blunder- 
ed. The surgeons insisted that their high opera- 
tive mortality was largely due to the prolonged 
and inefficient efforts on the part of the internist 
to accomplish the impossible. 

A few years ago the elder Plummer, with Booth- 
by and Wilson, published a cooperative study of 
thyroid disease that constitutes one of the master- 
pieces of medical literature. It had much to do 
with bringing about a more harmonious under- 
standing as to the relative fields of the various 
divisions of medicine and the matter of closer co- 
operation. 

I had the privilege of studying Dr. Wallace's 
paper. I appreciate the large amount of work ex- 
pended in its preparation and there are so many 
good things in it that the limited time available 
prevents even enumerating them. He did not par- 
ticularly emphasize the tendency of today. to re- 
gard the surgical approach to goiter as not being 
a one man job. He probably took for granted the 
general understanding of this fact. 

Toxic goiter, whether it be adenoma with hyper- 
thyroidism or exophthalmic goiter, requires careful 
preparation of the patient before he reaches the 
operating table. Not only this, but there is a 
place for the internist to be of distinct value in 
the management of convalescence. 

Dr. Wallace speaks upon the best time for opera- 
tion. I believe that the selection of the opportune 
moment has much to do with the outcome of the 
case. The tendency today is to have no definite 
pre-arranged time for operation but to be guided 
by the progress of the individual. In other words, 
the patient is given the benefit of rest, diet, and 
iodine therapy. The case is carefully checked with 
basal metabolic readings, careful observations of 
pulse, temperature and blood pressure. When these 
data indicate a satisfactory remission, operation is 
immediately performed. 

Another important factor in the preparation of 
the patient is attention to the circulatory appara- 
tus. Many of these cases show myocardial insuf- 
ficiency. Rest, digitalization and other available 
measures will usually restore compensation to the 
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point where the circulatory apparatus ceases to be 
an added danger. 

Dr. R. B. Wallace (In conclusion): I am very 
much interested in hyperthyroidism and the dif- 
ferent types of goiter. This is too vast a subject 
to be discussed in fifteen minutes and I only at- 
tempted to discuss certain features of it. 

I appreciate what Dr. Heard said about associ- 
ated handling. We know that it is true that the 
radiologists have helped and have shown excellent 
results. Dr. Heard is doing a good work in Shreve- 
port and I wish to commend him for it. 

I particularly stressea association of surgeons 
with internists when I asked Dr. Bethea, an in- 
ternist, to discuss this paper. I believe in the co- 
operative plan of treatment and use it as far as 
possible. If we were always around such an in- 
ternist as Dr. Bethea our patients would probably 
be better off. I think it is an excellent plan to 
combine the efforts of internists, surgeons and 
radiologists. Every man has a field in this subject. 
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For centuries the symptoms and manifesta- 
tions of hemorrhagic diseases have been known 
to man, but it was not until approximately 200 
years ago, 1735, that one of the greatest phy- 
sicians of the 18th century, Paul Gottlieb Werl- 
hof', described the clinical entity which today 
we know as purpura hemorrhagica, or thrombo- 
In 1887, Denys”, a Belgian 
histologist, pointed out that there was almost a 


cytopenic purpura. 


complete absence of platelets in the blood smears 
of patients with purpura. Two years later 
Hayem®* verified this observation, and added an 
original observation, that is, poor clot retractility. 
In 1907, Pagniez* demonstrated a connection 
between clot retraction and the number of plate- 
lets, and the following year Duke’ described the 
method which we still use for estimation of the 
bleeding time. He reported two cases of pur- 
pura in which the bleeding time was prolonged. 

Although only 21 years have elapsed since 
Kaznelson® first suggested to Prof. Schloffer 
of Prague that removal of the spleen might be 


_ 





*Read before the fifty-ninth annual meeting of 
the Louisiana State Medical Society on May 4, 
1938 at New Orleans. 


of benefit, several hundred cases have been so 
treated and reported. While splenectomy has 
not given uniformly good results, cures and im- 
provements have been of such a high percentage 
as to justify thoroughly the continuance of the 
procedure, either as a primary form of therapy, 
or as a supplement to conservative measures. 

Although a great deal of experimental work 
has been done, as yet the etiology? has not been 
established. Advance, therefore, to a large ex- 
tent depends on clinical experience. 

Only one of the primary hemorrhagic dis- 
eases is benefited by splenectomy, and, since the 
picture at times may be very confusing, it is 
most essential to differentiate them. Fortun- 
ately, the essential features are well-known, and 
hematologist can clarify the 


any c¢ ynpetent 


question. 

The cardinal hematologic findings in throm- 
bocytopenic purpura are: (1) Marked decrease 
in the blood platelets; (2) normal coagulation 
time; (3) prolonged bleeding time; (4) great- 
ly delayed contractility, or non-retractile clot ; 
(5) positive constrictor test, 

In aplastic anemia there should be an absence 
of reticulated erythrocytes and leukopenia with 
relative increase in the lymphocytes. Acute leu- 
kemia should show the presence of immature 
granulocytes, or lymphocytes. 

Recently, R. Egerton Elliott® has suggested 
the use of the suction test to replace the constric- 
tor test. It is read more quickly and has ease 
of application to recommend it. 

Although the spleen may be moderately en- 
larged and palpable, it is frequently too small to 
be palpated. Pemberton® reports the spleens 
removed in 57 cases showed no distinctive path- 
ologic changes other than slight tendency to in- 
crease in size, and tendency to chronic splenitis. 
The weight in 22 cases varied from 30 gm. to 
700 gm., the average being 201.25 gm. Chron- 
icity with acute exacerbations produced the lar- 
gest spleens. 

The treatment ot purpura hemorrhagica has 
intrigued the art of the internist as well as the 


Notable among those suggesting con- 
10 


surgeon. 
servative handling are Jones and Tocantins 
These authors feel that removal of infectious 
foci, careful attention to diet containing high 
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proteins and high vitamins, viosterol and iron 
by mouth, and ultraviolet irradiation with small 
frequently repeated transfusions will control 
most cases, but conclude that either ligation of 
the splenic artery or splenectomy may become 
necessary. 

SNAKE VENOM 

The experimental work done by Peck and 
Sobotka!! with small doses of dilute snake ve- 
nom producing a refractory state to experi- 
mental purpura in rabbits, was followed by clin- 
ical application in man by Peck!*, and Green- 
wald'*, and most recently by Peck, Rosenthal 
and Eri. Certainly, there seems to be a very 
definite indication for its use because it does de- 
crease the permeability or hyper-permeability of 
the capillaries. 

It has long been noted that the number of 
platelets did not indicate the bleeding tendencies 
in a given case, as some cases bleed with plate- 
let counts as high as 100,000 and others show 
no bleeding with a count as low as 5,000. Brie- 
ger!’ stresses this fact. 

Most recently Peck and his colleagues have 
suggested the use of the venom test to determine 
the indication for splenectomy and as a prog- 
nostic index. 

In a study of 50 patients, 44 of whom defi- 
nitely had idiopathic purpura, those who were re- 
fractory to venom therapy were advised to have 
splenectomy. Eleven patients responded to 
venom therapy and subsequently showed a re- 
versal of the test ; these were splencetomized and 
recovered clinically and hematologically. Eight 
patients who were refractory to venom therapy 
and showed a persistently positive reaction were 
splenectomized. Clinical and hematologic re- 
covery occurred in one case with only symptom- 


atic recovery in two cases. All three patients, 


however, showed a subsequent negative venom 
test. 

In three patients splenectomy failed to con- 
trol the purpuric condition. The venom test 
remained strongly positive and death ensued 
shortly after operation, 

Postoperative recovery occurred in the tenth 
case, but purpuric manifestations continued and 
the patient failed to respond to venom therapy. 
The venom test remained positive, 


The eleventh patient was operated on before 
the use of venom for therapeutic purposes. 
Clinical manifestations still persist and the ve- 
nom test remains positive. 

SPLENECTOMY 

In hundreds of cases splenectomy has been 
dramatic, but there have been a number of in- 
stances where it failed either by immediate post- 
operative death, or in its failure to control the 
clinical manifestation of the disease. 
and Elliott'® have reviewed the literature and 
“Since 1916 
many excellent reports in the results of splen- 


srown 
sum up the situation as follows: 


ectomy in thrombocytopenic purpura have come 
from European and American clinics. In 1926 
Whipple’ reviewed 81 cases, including three 
of his own. The operative mortality in this 
group was 16 per cent. Two years later Spence’$ 
was able to add 23 more cases, bringing the 
total number of reports published in the two 
groups to 104. The following year Quenu™ 
collected a number of additional cases and found 
the operative mortality of 16 per cent for the 
entire series of 122 cases. In 1932 Eliason*® 
summarized the situation to that date, having 
figures on 213 collected cases, five of which 
were his own. The results of splenectomy in 
this group were excellent. Cures were reported 
in 73 per cent; improvement in an additional 8 
per cent, that is, 81 per cent of the patients were 
benefited by the operation. The operative 
mortality was 13 per cent for the entire group, 
but only 8 per cent in the 113 cases reported be- 
tween 1928 and 1932. Of the 156 cases re- 
ported as cured only five had been followed for 
five or more years. In the same year Giffin” 
published results in 44 cases in which splenec- 
tomy was done at the Mayo Clinic. The oper- 
However, 20 
splenectomies were performed for purpura be- 
tween March 7, 1923 and January 1, 1927, 
One pa- 


ative mortality was 7 per cent. 


without a single operative mortality. 
tient died of recurrence of the disease five years 
after the operation. The remaining 19 patients 
were alive and had suffered no serious hemorr- 
hagic manifestations in a follow-up period of 
In 1934 Pemberton’ 


reported 13 more cases from the Mayo Clinic, 


from five to nine years. 


bringing their total to 57 cases, the highest series 
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so far to be published from any single clinic. 
Four patients died while still in the hospital, 
giving the figure for the operative mortality of 
7 per cent for the whole group; or the same as 
that quoted by Giffin for their first 44 cases. 
Permanent remission of the disease was achieved 
in 63 per cent of the patients who survived. An 
additional 35 per cent were improved and in only 
one case did the disease recur in the acute form.” 

Brown and Elliott added 21 cases to their 
own, 10 of which were treated with splenectomy 
and 11 with conservative measures. Of the 10 
cases splenectomized, four showed symptoms 
completely arrested; four markedly improved ; 
one improved; one unimproved and one died. 
Of the 10 treated conservatively, three are con- 
sidered completely arrested; none markedly im- 
proved; two improved; five unimproved and 
one died. They conclude that: (a) In care- 
fully selected patients with thrombocytopenic 
purpura, adequately prepared for operation, 
splenectomy by an experienced surgeon is a 
highly effective form of therapy, carrying a re- 
latively low rate of mortality; (b) the subse- 
quent course of such patients, when compared 
with their lives previous to the operation, and 
with their lives during conservative measures, 
justifies the risk inherent in a major operative 
procedure. 

I have had the opportunity of handling three 
cases of purpura hemorrhagica in the past eight 


years, and submit the following case reports: 


CASE REPORTS 

No. 1. T. L., a white female, 7 years of age, was 
admitted to Charity Hospital March 31, 1930, with 
a complaint of bleeding from the mouth and nose. 
Present Illness: On awakening on the morning of 
March 31, 1930, noted bright red blood on the pil- 
low. The blood seemed to come from the mouth. 
First-aid measures failed to stop the bleeding and 
the child was brought to the Charity Hospital. Two 
months prior to this time, the mother had noted 
similar blood oozing from the gum around a de- 
cayed tooth and small purple spots on the neck 
and chest which spread to the body and arms and 
legs. Past history was irrelevant. Family His- 
tory: Father, mother, seven brothers and eight 
sisters all living and well; no history of similar 
infection. 

Physical examination shows a well developed and 
neurished young white girl of 7 years. There are 
small dry clots in the nose and oozing from the 
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gum around a carious tooth; there are three sub- 
cutaneous hematomas on the left arm and forearm; 
few purpuric spots on the upper extremities; both 
lower extremities show multiple purpuric spots. 

Laboratory Findings: April 1, 1930, red bkood 
cells 4,865,000, white blood cells 8,500, hemoglobin 
60 per cent, polynuclears 75 per cent, lymphocytes 
37 per cent, mononuclears 3 per cent. Platelets 
1020; coagulation time 4 minutes; bleeding time 
one hour, 48 minutes; urinalysis, essentially nega- 
tive. Stool examination negative; icteric index 6; 
Wassermann negative. April 16, 1930, red blood 
cells 3,645,000, white blood cells 5,750, platelets 
1,400. On April 18, patient was transferred to sur- 
gical service and splenectomy was done on the 
morning of April 19. The spleen was not enlarged 
and there were no adhesions. Convalescence was 
uneventful; maximum temperatue 100° F.; pulse 
138; respiration 34. Patient was discharged May 
3, 1930. Just prior to discharge blood findings 
were: red blood cells 4,480,000, white blood cells 
10,000, platelets 227,500; coagulation time 34% min- 
utes, bleeding time 5 minutes. All purpuric spots 
began to clear up 36 hours postoperatively and 
disappeared before discharge. 

Follow-up April 15, 1938: This young lady is 
now 15 years of age, is physically fine and says that 
she has had absolutely no return of bleeding or 
purpuric spots since her operation. 

No. 2. N. T., white, female, aged 5 years. This 
child was admitted to the hospital November §8, 
1934 under pediatric service. The chief complaint 
was bleeding from the mucous membrane of the 
lip. The past history shows no diseases of im- 
portance; measles at age of 3 years with no com- 
plications. Present Illness: On November 6 child 
had a chill and high fever; fever blister broke out 
on her lip; the blister broke and she began bleed- 
ing and continued to bleed slowly from this area; 
the lip was black and swollen. The family physi- 
cian was called in and advised hospitalization. On 
admittance to the hospital there was bleeding from 
the lip and mucous membrane of the nose and 
mouth. Laboratory Findings: red blood cells 
3,750,000, white blood cells 6,000, hemoglobin 65 
per cent, polynuclears 37 per cent, lymphocytes 43 
per cent, mononuclears 20 per cent, platelets 15,000. 
Coagulation time 2 minutes, bleeding time 14 min- 
utes; urinalysis, essentially normal. Clot retrac- 
tion incomplete in 24 hours; tourniquet test posi- 
tive. Coagulants and one transfusion of 150 €.c. 
whole blood. Patient improved, bleeding stopped 
and she was discharged from the hospital Novem- 
ber 12, 1934. 

On August 7, 1936, she was re-admitted to the 
hospital hemorrhaging from the mucous membrane 
of the mouth and nose; multiple purpuric spots 
were present on the trunk and extremities; tem- 
perature 102°; pulse 110; respiration 120. Labcra- 
tory findings were as follows: red blood cells 3,770,- 
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000, white blood cells 3,150, polynuclears 57 per 
cent, lymphocytes 30 per cent, mononuclears 13 per 
cent, hemoglobin 70 per cent, platelets 20,000; ma- 
laria positive; normal. On August 8 
a direct transfusion of 260 ¢.c. of whole blood was 
given; patient’s condition improved; quinine ther- 
apy was instituted. There was less bleeding from 
the mouth and nose. On August 9 another trans- 
fusion of 300 c.c. of whole blood was given; on the 
i0th patient’s condition continued to improve; tem- 
perature dropped to normal; enemata on Aug. 9, 
16 and morning of Aug. 11 showed particles of clot- 
ted blood and dark stools. On the morning of 
August 11, splenectomy was performed; freeing all 
adhesions to the diaphragmatic surface of the 
spleen caused profuse oozing but this was controlled 
with hot saline packs; direct transfusion of 250 
c.c. of whole blood was given immediately after 
closure of the abdomen, patient remaining on the 
operating table. This little girl made an unevent- 
ful recovery; all bleeding from the mucous mem- 
branes stopped and the purpuric spots began to 
clear within 36 hours and disappeared entirely by 
the time of discharge August 19, 1936. A check of 
the platelets on the fifth postoperative day showed 
them still less than 20,000. 


urinalysis 


This case has been followed at regular quarterly 
intervals and her present laboratory findings are: 
(April 26, 1938) red blood cells 4,060,000, white 
biood cells 6,500, hemoglobin 85 per cent, venom test 
(Peck) negative. This child goes to school and 
takes part in all activities of a normal girl of her 
age. There have been no clinical manifestations of 
the disease for the past year. 


No. 3. Mrs. M. W., white female, aged 20 years. 
On September 23, 1937, this young woman was oper- 
ated on for chronic endocervicitis and retrodisplace- 
ment of the uterus. At the time conization of 
was chronic appendix re- 
Convalescence was uneventful and the pa- 
1937. Five days 
later she developed a severe pain in the abdomen 
and began passing large clots of blood from the 
dark and 
blew small clots of blood from her nose; temperature 
rose to 103 her family physician was called who 
gave hypodermics and treated her symptomatically 
for two days; where the hypodermics were given 
large blue spots appeared. She was sent back to 
the hospital October 10, 1937. On admission tem- 
pulse 110; 
temperature of septic type continued for 


the cervix done and a 
inoved. 
tient was discharged October 3, 


vagina, also vomited colored matter 


perature was elevated to 103 respira- 
tion 20; 
eight days and then dropped to normal, remaining 
1937. Laboratory 
on admission, and subsequently were as 
red blood cells 3,500,000, white blood cells 
lymphocytes 13 
Catheterized 


so until discharge October 23, 
findings 
follows: 
13,350, 


per cent, 


polynuclears 84 per cent, 


mononuclears 1 per cent. 
specimen of urine negative for pus cells per high 
minutes; bleed- 


powered field; coagulation time 2 
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ing time 6 minutes; platelets too few to count. On 
October 15, Widal was negative; malaria negative. 
Thorough examination failed to disclose any foci 
of infection in the cervix, uterus or adnexa; no 
other foci of infection were found. There was ac- 
tive bleeding from the uterus with passage of large 
clots; numerous purpuric spots were noted on the 
body and extremities, particularly the lower ex- 
tremities. The lips and oral cavity and nose also 
showed submucous hemorrhage. Transfusions of 
300, 175 and 200 c.c. of whole blood given October 12, 
14 and 17, respectively; on October 11 bleeding was 
so profuse that antivenin, 10 ¢c.c. was given; on Oct. 
13, although the amount of hemorrhage from the 
uterus had subsided considerably, patient was given 
x-ray treatment to the spleen; on Oct. 18 patient 
was greatly improved and the flow from the uterus 
had checked entirely; she continued to expectorate 
small clots of blood which apparently came from 
the nasopharnyx; purpuric spots over the body and 
extremities had practically disappeared. Labora- 
tory findings at this stage were as follows: red 
blood cells 2,750,000, white blood cells 9,900, hemo- 
globin 54 per cent, polynuclears 73 per cent, lympho- 
cytes 24 per cent, mononuclears 3 per cent, platelets 
90,000, tourniquet test positive. Although we did 
not feel that this young woman was entirely out of 
danger, financial pressure necessitated her removal 
from the hospital to her home on October 25. She 
was placed on high vitamin diet and given iron 
and liver extract by mouth. She gradually im- 
proved at home and reported back to my office 
on November 2, 1937 at which time laboratory 
check showed the following: red blood cells 3,750,- 
000, hemoglobin 80 per cent, platelets 4,800, color 
index 1.1., venom test (Peck) negative, coagulation 
time 3% minutes. Feeling that it would be ex- 
tremely risky for this young woman to go through 
another menstrual period, she was advised to re- 
turn to the hospital for splenectomy and on Novem- 
ber 10, 1937 she was re-admitted. On Nov. 11 she 
was given a direct transfusion of 300 c.c. of whole 
blood; on 15th was given 310 c.c.; on the morning 
of 16th under general anesthesia, splenectomy 
was performed. Removal of the spleen was not ex- 
tremely difficult and the patient left the operating 
room in excellent condition. Within half an hour 
after returning to her room, patient lapsed into a 
marked postoperative shock; pulse became imper- 
ceptible; immediate infusion of 50 ec.c. of 5 per 
cent glucose was given which seemed to have very 
little beneficial effect. Since the ordinary meas- 
ures for the treatment of shock did not give re 
sponse, a direct transfusion of 300 c.c. of- whole 
blood was given; the patient began to improve 
shortly thereafter and her general condition was 


greatly improved; small transfusions were given 
again on Nov. 18 and 19; convalescence from this 
point was uneventful; patient was discharged from 


the hospital on November 27. 
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This young woman has been followed up at in- 
tervals since her discharge and is at present well 
and strong; she indulges in all of the normal ac- 
tivities of a young woman of her age. Most recent 
check of her laboratory findings are as follows: 
January 12, 1938, red blood cells 4,000,000, white 
blood cells 8,900, hemoglobin 80 per cent, color 
index 1, platelets 18,512, coagulation time 21% min- 
utes, hieeding time 1 minute; venom test (Peck) 
negative. There are no manifestations of purpura 
present at this time and the patient has had nor- 
mal menstrual periods for the past three months. 

SUMMARY 

While antivenin, as suggested by the work of 
Taylor=*, was used in case No. 3 to aid in con- 
trolling the severe hemorrhage, venom therapy 
has not been used. However, all three patients 
have recently had the venom skin test and each 
of them showed a negative reaction. 

Although the platelet level is extremely low 
in cases No. 1, 2 and 3 at the present time, the 
bleeding time is normal and clot retraction is 
good. 

Cases No. 1 and 2 show no clinical manifesta- 
tion of the disease. 

Case No, 3 shows a moderate increase in 
menstrual flow and an occasional small purpuric 
spot, but is in excellent health and leads a per- 
fectly normal existence. This case illustrates 
the necessity of transfusion pre- and postopera- 
tively. 

The postoperative shock which ensues usually 
within one hour. as described by Lewisohn** 
was present in this case; transfusion certainly 
appeared to be a life saving procedure. 

CONCLUSIONS 

1. Splenectomy as yet seems to be the most 
dependable form of therapy in the largest num- 
ber of instances. 

2. Dilute venom as a therapeutic agent, as a 
prognostic indicator, and as test measure of the 
result of splenectomy is highly recommended. 

3. Preoperative transfusion is often indi- 
cated, but in all instances provision should be 
made to have available blood to combat post- 
operative shock when it does occur. 
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DISCUSSION 

Dr. Ambrose H. Storck (New Orleans): The un- 
known etiology, and the possible occurrence of spon- 
taneous remission in purpura hemorrhagica, ac- 
count for the many methods which have been re- 
commended for the treatment of this disease. The 
tendency for remissions to occur frequently leads to 
delay in instituting adequate surgical therapy. 
Methods of therapy other than splenectomy are 
usually of value only as adjuncts, rather than as 
alternative modes of treatment. X-ray and other ra- 
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diation therapy is not only ordinarily of no value, 
but is likely to be definitely harmful in that its 
employment postponement of splenectomy 
and increases the difficulty of performing the 
splenectomy which almost always is later neces- 
sary. 


causes 


The preoperative general care of the patient, as 
well as the preoperative administration of snake 
venom, antivenin, viosterol, blood transfusions, and 
cevitamic acid, may reasonably be considered valu- 
able in preparation for splenectomy. Furthermoré. 
the postoperative use of such supplementary treat- 
ment will reduce materially the number of unsatis- 
factory results which otherwise follow splenectomy. 

The recent work of Troland and Lee is of great 
importance and has contributed to the possible 
eventual solution of the etiology of purpura hemorr- 
hagica. These investigators have been able to pro- 
duce and maintain thrombocytopenia in experi- 
mental animals through repeated injections of an 
extract made from spleens removed from patients 
with purpura hemorrhagica. Troland and Lee 
consider that the substance responsible for the 
thrombocytopenia is so distinct and definite in its 
action that it may be designated as thrombocytopen. 
The process which is responsible for the elabora- 
tion of this substance in the spleen quite probably 


involves other parts of the reticulo-endothelial 
system. 
Dr. N. F. Thiberge (New Orleans): I am not 


in a position to discuss surgically the paper of Dr. 
Snelling, but it seems to me that something might 
be done before the patient developed the character- 
clinical that would necessitate 
splenectomy. 


istic symptoms 
In my department of allergy, many cases of skin 
referred to us for testing, and we 
noticed that some of them (about 5 per cent) pre- 
hemorrhagic spots. It occurred to us to 
make blood counts and we found that in many 
instances the platelet count was low. We gave 
them injections of histamine and proper diet was 
instituted. Another count of platelets was made 
and we found it higher. The question came to my 
mind as I paper as to 
whether some of these cases could not have been 
prevented by taking them in their incipiency and 
ascertaining the incidence of allergy in these condi- 


eruption are 


sented 


was here listening to the 


tions, and should the presence of an allergic back- 
ground be found, whether it would not be advisable 
to test for the different foods and also to try the 
effect of histamine subcutaneously in these cases. 
Dr. Isidore Cohn (New Orleans): In the first 
place, it was my privilege to be the first one in this 


section to do a splenectomy successfully for pur- 


pura hemorrhagica in 1922. The young man is 
still alive, not suffering from the loss of his 
spleen. He has never had any recurrence. I have 


been ‘tremendously interested not only in the clin- 
ical phases but in experimental features. 
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One reason why there are failures from splenec- 
tomy in some cases of purpura hemorrhagica is 
that the operation is only successful in proportion 
as the spleen is the greatest offending organ of the 
reticulo-endothelial system, as first described by 
Aschoff. If the spleen is not that portion of the 
reticulo-endothelial system which is greatest in- 
volved, the results will not be as good. It is im- 
portant to keep in mind that every patient who is 
bleeding and has an enlarged spleen is not a case 
of purpura hemorrhagica. 

We must remember that in pernicious anemia, in 
Banti’s disease, and in polycythemia, there are en- 
larged spleens associated with purpuric manifesta- 
tions and hemorrhages. 

I would like to bring to mind the fact that we 
attempted many years ago, during the lifetime of 
Foster Johns, some experimental work to produce 
an anti-platelet serum; we were unable to produce 
such a substance. 

I would like to say that the term thrombocyto- 
penic purpura is one that I am unable to under- 
stand. It is truly not essential thrombopenia, sig- 
nifying that we believe that there is an absence of 
the platelets formed. 

Foa, in 1924, did a remarkable piece of work 
and demonstrated that it took two to three weeks 
for the platelets to be regulated. Immediately 
after splenectomy there is marked increase of plate- 
lets in the peripheral blood stream. That being 
the case, it is not a question of non-formation, it is 
a question of some substance in the blood stream 
which is destroying the platelets as they are 
formed. 

For that reason, I hope the term essential throm- 
bopenia will cease to be used in the literature and 
thrombocytolytic purpura accepted as the proper 
term. 

Dr. E. C. Smith (New Orleans): I would like to 
refer to the first case reported by Dr. Snelling. I 
was fortunate in being an intern at that time and 
assisted him at that operation. The bleeding time 
was one hour and 48 minutes before operation. 
During the operation we could see that the capil- 
lary oozing, noticed in the beginning, had begun to 
diminish, and when the patient was sent back to 
the ward the bleeding time had dropped 10 min- 
utes, and the next day it had dropped about one- 
half, or to 30 or 35 minutes, and then on the third 
or fourth day, the bleeding time was down to prac- 
tically normal. 

I have had the opportunity to observe the pa- 
tient from then until now, and have seen her g0 
into puberty without any trouble. She has normal 
menstrual periods which began about two years 
ago. 

In some reports, the use of oil of sesame to stimu- 
late production of platelets is mentioned. I would 
like to ask Dr. Snelling if he has had any experi- 
ence with it. 
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Dr. John G. Snelling (In closing): In reference 
to the work of Troland and Lee, I think it is very 
interesting and seems to draw the conclusion, at 
least for the time being, that operation does help 
these patients. I tried to bring out the point that 
the number of platelets did not seem to be a fac- 
tor of great importance. After splenectomy, the 
cases are Clinically cured, and yet there is a very 
low platelet count. If the number of platelets was 
essential to do away with, or rather to prevent 
manifestations, then it would seem logical that 
these cases would continue to bleed, since they 
have such a low platelet count. I think the work 
of Troland and Lee in which they produced the 
same picture in rabbits after injecting splenic ex- 
tract from cases of thrombocytopenic purpura 
would indicate that there is a substance in the 
spleen, we do not know what, and it is this sub- 
stance that produces the disease entity rather than 
the low number of platelets. 

In reference to Dr. Thiberge’s observation, I 
think we all realize that it is necessary to re- 
move foci of infection, and certainly allergy should 
be looked for, because we all know of the number 
of secondary purpuras, in other words, secondary 
to focal infections, or acute toxemias, also, to 
drugs. There have been a number of cases re- 
ported recently in which purpura was secondary to 
the use of sedormid. Lord Dawson of Penn 
makes a very concise statement when he says there 
are three types of disease in which splenectomy 
is indicated: acholurie jaundice, splenic anemia, 
and purpura hemorrhagica. 

I think Dr. Cohn’s contributions to the work on 
the indications for splenectomy are well recognized 
by all of us 

Dr. Sriith was the intern in charge of Case 1, 
and has been very helpful in obtaining a follow-up 
record, and I wish to thank him at this time. 


DETERMINATION OF VITAMIN C 
DEFICIENCY* 


GRACE A. GOLDSMITH, M. D.7 
NEW ORLEANS 
and 
GEORGE F. ELLINGER, M. D.7 
MountT VERNON, WASHINGTON 


The role of vitamin C in the normal physio- 
logic processes of the body and its importance 
in various pathologic states have been the sub- 


a 

*Presented before the fifty-ninth annual meet- 
ing of the Louisiana State Medical Society, May, 
3, 1938, at New Orleans. 

7From the Department of Medicine, School of 
Medicine, Tulane University of Louisiana, and from 
the Charity Hospital of Louisiana, New Orleans, 
Louisiana. 


jects of extensive investigation since the isola- 
tion and synthesis of cevitamic acid in 1932. 
Vitamin C may be of some importance in 
certain enzyme systems in the body, playing a 
part in tissue respiration with the role of a 
hydrogen transport.’ It also regulates the con- 
dition of the intercellular substance. The out- 
standing manifestation of vitamin C deficiency, 
scurvy, has been recognized for many years, but 
mild manifestations of this condition are fre- 
quently overlooked. Furthermore, recent in- 
vestigations have indicated that a deficiency of 
cevitamic acid exists in many other diseases, 
especially those associated with increased meta- 
bolism and with disturbances of the gastro- 
intestinal tract. Vitamin C deficiency may be 
due to an increased need for and utilization of 
the vitamin, a diminished absorption, or in- 
creased destruction in the gastrointestinal tract, 
or to a deficient dietary intake. In a number 
of infections, tuberculosis, rheumatic fever, 
rheumatoid arthritis, osteomyelitis, whooping 
cough and pneumonia, a deficiency of this 
vitamin has been shown to exist. There is some 
evidence that vitamin C plays a part in the 
mechanism of immunity, that it is important in 
the healing of wounds and that it is intimately 
related to pigment metabolism. A deficiency of 
vitamin C has been suggested as a factor in the 
development of hemorrhage from peptic ulcer. 

Routine examination of clinic and hospital 
patients has revealed that a high percentage ex- 
hibit a deficiency in this essential nutritive fac- 
tor. There is undoubtedly a wide range be- 
tween optimal vitamin C nutrition and clinical 
evidence of scurvy. Estimations of the daily 
requirement of cevitamic acid for an adult vary 
from 25 to 60 mg.'** while the optimal re- 
quirement is, no doubt, considerably higher than 
this. The determination of mild or subclinical 
vitamin C deficiency is, in the light of the above 
observations, becoming increasingly important. 

METHODS OF DETERMINING VITAMIN C 
NUTRITION 

Methods of determining the amount of 
cervitamic acid in the tissues and fluids of the 
body are based on the fact that this substance 
is a strong reducing agent. Titration against the 
oxidation-reduction indicator, 2-6-dichlorphenol- 
indophenol, is used extensively, yielding results 
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which check closely with those obtained with 
methods of bio-assay. Procedures which have 
been used to determine the state of vitamin C 
nutrition have included: (1) examination of the 
amount of cevitamic acid excreted in the urine 
in a 24-hour period, (2) determination of the 
level of reduced cevitamic acid in the blood 
plasma in the fasting state, and (3) the estima- 
tion of the excretion of vitamin C in the urine 
for 24 hours after the administration of a test 
(100 to 1,000 mg.) 
either by mouth or by vein. The amount of 
cevitamic acid in the blood and urine is largely 
dependent upon two factors, the quantity of 


dose of this substance 


vitamin C stored in the tissues of the body and 
the recent dietary intake. The determination 
of the amount of reduced cevitamic acid in the 
blood plasma is the best single test of the state 
of vitamin C nutrition. It indicates the im- 
mediate nutritive level in regard to vitamin C, 
but does not give a complete insight into the 
saturation of the tissues with 
The 


amount of cevitamic acid excreted in the urine 


the extent of 
this substance. determination of the 
during a 24-hour period, while somewhat in- 
formative, fails to give an adequate estimate of 
the degree of deficiency or saturation as there 
are wide variations in the normal individual. 
Furthermore, any test requiring a collection of 
urine for 24 hours involves the likelihood of 
loss of part of the specimen and the difficulty 
of preserving the urine against oxidation and 
hence loss of vitamin C. The test dose method, 
although yielding valuable information, requires 
collecting of urine for 24 hours and hence is 
subject to the above criticisms plus the fact that 
it is not applicable to ambulatory patients. Too 
small a test dose adds increased possibility of 
error due to the greater significance of reduc- 
ing substances other than cevitamic acid in the 
urine and of the inherent error in end point 
determination. In order to find a procedure 
applicable to ambulatory patients, requiring only 
a few hours to perform, and avoiding a number 
indicated, this 


Since our work 


of the 
investigation was undertaken. 


difficulties previously 


was begun, Wright and his co-workers® have 
reported a short test to estimate vitamin C nu- 


trition, namely the study of urinary excretion 
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for five hours after giving 1,000 mg. of vita- 
min C by vein, and Ralli, Friedman and Kas- 
low® have suggested the use of a 3-hour urinary 
excretion test after giving 100 mg. of cevitamic 
acid intravenously. 

PROPOSED TEST OF VITAMIN C NUTRITION 

As a result of our study, the following test 
is proposed for estimating the state of vitamin 
C nutrition. The amount of cevitamic acid 
excreted in the urine for six hours after ad- 
ministering a test dose of 600 mg. of vitamin 
C* by mouth is measured, or the level of re- 
duced cevitamic acid in the blood is determined 
in the fasting state and at the end of one, 
three and six hours after the above test dose 
has been given. To check the validity of these 
procedures, this investigation included measure- 
ment of the output of vitamin C in the urine for 
24 hours after giving the test dose. 

METHODS 

The urine was collected in tightly stoppered 
dark bottles, acidified with glacial acetic acid 
(10 per cent by volume) and kept in the ice 
box. Day specimens were analyzed at once. 
One cubic centimeter of urine was diluted with 
10 c.c. of distilled water and titrated against 
a solution of 2-6-dichlorphenol-indophenol of 
such a concentration that 1 c.c. of the dye was 
equivalent to 0.02 mg. of cevitamic acid. The 
method of Farmer and Abt? was used to de- 
termine the amount of reduced cevitamic acid in 
the blood plasma. Blood was collected in oxalate 
tubes, centrifuged immediately and 2 c.c. of plas- 
ma transferred to another tube, to which was ad- 
ded 4 c.c. of distilled water and 4 c.c. of 5 per 
cent metaphosphoric acid. After again centrifug- 
ing, 2 c.c. of the supernatant fluid was titrated 
against a solution of 2-6-dichlorphenol-indophe- 
nol of such a concentration that 1 c.c. of the 
dye was equivalent to 0.01 mg, of cevitamic 
acid. A microburette reading to 0.01 c.c. was 
used in all titrations. The end point was con- 
sidered to be the first pink color lasting 30 
seconds. It is essential to determine a distilled 
water blank, subtracting this value from the 
burette readings, and to complete all titrations 
within two minutes. 


*The vitamin C used in this study was furnished 
by Hoffman-LaRoche, Inc., Nutley, New Jersey 
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RESULTS 
Acid in the Urine: There 
tests performed on 22 individuals, in- 


1. Cevitamic 
were 25 
cluding three normal adults and 19 clinic and 
hospital patients. Eight of the subjects showed 
various chronic disease states unrelated to vita- 
min deficiency ; six presented a psychoneurosis ; 
two had pellagra; and three revealed evidence 
of multiple vitamin deficiency. A careful diet- 
ary history was elicited from each individual. 
The excretion of vitamin C in the urine for 
six hours and for 24 hours after giving the test 
When a 
large amount of vitafmin C was excreted in 24 


dose of cevitamic acid was computed. 


hours, the 6-hour output was also high, and 
vice versa. On an average, 68 per cent of the 


24-hour output was excreted in the first six 
hours in normal, 44 per cent in deficient in- 
dividuals. In general, there was a close cor- 


relation between the results obtained in this 
test and the previous dietary history regarding 
the intake of vitamin C, i.e., in instances where 
there had been an abundance of vitamin C in 
the diet there was a high excretion in the urine. 
The findings were divided into two groups de- 
pending on the amount of vitamin C excreted 
in 24 hours after the administration of 600 mg. 
of cevitamic acid (Table 1). Fourteen of the 


TABLE 1 
CEVITAMIC ACID IN BLOOD AND URINE 
(After a Test Dose of 600 mg.) 


Urinary excretion (mg.) Normal Deficient 
24-hour tetal (11 tests) (14 tests) 
Range 70-291 1-14 
Average 161.78 5.92 
6-hour total 
Range 27-209 0.3-5 
Average 96.84 2.34 
Blood plasma. Reduced 
cevitamice acid mg./100 cc. 
Fasting blood 
Range 0.43-1.98 0.04-0.52 
Average 1.11 017 
Highest Blood 
Range 1.74-2.99 0.12-1.71 
Average 2.42 0.74 


tests were considered to indicate deficiency. 
The latter 


group includes tests obtained in three individuals 


eleven a normal state of nutrition. 


who, when originally examined, were deficient 


in vitamin C, and who, when retested after 


treatment, gave normal findings. The criteria 
for normalcy and deficiency were based on the 


following observations: Harris and Ray and 
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their co-workers*:® have stated that the minimal 
normal urinary excretion of vitamin C per day 
is 13 mg. and that after giving a test dose of 
700 mg. by mouth, at least 50 mg. should be put 
out in the urine in the subsequent 24 hours. In 
the group designated as deficient, less than 15 
mg. of cevitamic acid were excreted in 24 hours 
in spite of the vitamin administered, while in 
our group designated normal, 70 to 290 mg. were 
excreted. The highest output in the deficient 
group was 14 mg., the lowest in the normal 
group 70 mg. Van Eekelen* has stated that, 
as saturation of the body with vitamin C is ap- 
proached, there is a sudden increase in the ex- 
cretion in the urine, Another criterion of satur- 


ation proposed by a number of  investiga- 


tors!@1.12 js the excretion in the urine in 24 
hours of 20 to 40 per cent of the cevitamic acid 
administered. Seven individuals in the normal 
group satisfied this requirement, while the other 
“normals” excreted 12 per cent or more of the 
test dose in this period of time. In those who 
were deficient, less than three per cent of the 
test dose was excreted in 24 hours. 

The actual output of cevitamic acid in six 
hours varied in the normal group from 48.5 to 
209 mg., in the deficient group from 0.3 to 4.9 
mg. The 6-hour excretion in individuals who 
were approaching saturation, i.e. who eliminated 
at least 20 per cent of the test dose in 24 hours, 
In two instances only 
The results were 


was 103 mg. or above. 
a 6-hour test was performed. 
included in the normal group although one pa- 
tient, who had pellagra, was certainly border- 
line, excreting only 27 mg. in this period of 
time. 

It appears that as much information can be 
obtained from examining the urine for a period 
of six hours after a test dose of cevitamic acid 
as for 24 hours. A tentative minimal normal 
6-hour excretion might be placed at 50 mg. 
when a test dose of 600 mg. is given orally, 
while an excretion of 100 mg. or more might 
be considered to indicate beginning saturation. 
2. Cevitamic Acid in the Blood: Examina- 
tion of the blood (Table 1) showed a level of 
reduced cevitamic acid in the fasting state of 
0.43 to 1.98 mg. per 100 c.c. in the group desig- 
nated as normal, and of 0.04 to 0.52 mg. in 
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the group considered to be deficient as judged 
by excretion in the urine. The average con- 
centration in the blood was 1.11 mg. per 100 
c.c, in the normal group, 0.17 mg. per 100 c.c. 
in the deficient group. The minimum normal 
level in the fasting blood has been stated to be 
0.65 to 0.75 mg. per 100 c.c.*13-1415, Only one 
individual who 


was considered to be normal 


showed less than this amount. There were six 
members of the deficient group in whom the 
cevitamic acid in the blood was less than 0.1 
mg. per 100 c.c. Four of these exhibited clini- 
cal signs of vitamin deficiency. 

After administering the test dose of cevitamic 
acid there was a rise in the amount present in 
the blood at the end of one hour. This rise was 
maintained and often a peak was reached at the 
end of three hours with a slight diminution at 
The curve resembled 


the end of six hours. 


that seen in a glucose tolerance test. In one in- 
stance there was a slight, and in three a signifi- 
cant, increase in the amount of vitamin C in the 
blood between the third and sixth hours after 
administration of the test dose of cevitamic acid. 
This might be explained either by slow absorp- 
tion from the gastrointestinal tract or by a di- 
minished excretion by the kidney due to renal 
damage. At the peak of the curve, the cevitamic 
acid in the blood in the normal individuals 
reached 1.7 to 2.9 mg. per 100 c.c. with an 
average of 2.4 mg., all but one person showing 
In the 
patients with vitamin C deficiency, the highest 


a rise to 2.0 mg. per 100 c.c. or more. 


level of cevitamic acid in the blood varied from 
0.12 to 1.7 mg. per 100 c.c. with an average of 
0.7 mg., only two individuals showing a rise 
above 1.1 mg. per 100 c.c. It is suggested that 
a fasting level of 0.7 mg. and a rise to 2.0 mg. 
per 100 c.c. or more after the test dose is in- 
dicative of normal vitamin C nutrition. 


THE RENAL THRESHOLD OF VITAMIN C 

A comparison of the findings obtained on ex- 
amination of the blood and urine shows that a 
When 
the milligrams of vitamin C excreted per hour 


close relationship exists between the two. 


in the urine were plotted against the concentra- 


tion of reduced cevitamic acid in the blood 
plasma during this period of time, it was found 


that when a certain level in the blood was reach- 
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ed (about 1.4 mg. per 100 c.c.), there began to 
be an increase in the output of cevitamic acid 
in the urine. Faulkner and Taylor ' have re- 
ported similar findings, designating this con- 
centration in the blood the “renal threshold of 
vitamin C.” 


RESPONSE OF VITAMIN C DEFICIENCY TO 
TREATMENT 

A special study of three patients who showed 
an extreme deficiency in vitamin C was under- 
taken. One of them had pellagra with skin and 
gastrointestinal manifestations, exhibited 
stomatitis, proctitis and Vaginitis, and a third 
had a number of gastrointestinal complaints, in- 
The diet in 
all three of these individuals had been almost 
After 
a preliminary test, each of these patients was 
placed on 300 to 400 mg. of cevitamic acid daily 
for nine to 15 days, at which time a second test 
The original test showed the 


one 


cluding anorexia and indigestion. 


devoid of vitamin C for several months. 


was performed. 
excretion of vitamin C in the urine for 24 hours, 
after 600 mg. of cevitamic acid had been given 
orally, to be 1.1 mg. to 3.4 mg., the 6-hour ex- 
cretion 0.5 to 2.6 mg. The fasting blood con- 
tained from 0.05 to 0.09 mg. of reduced cevi- 
tamic acid per 100 c.c., rising to a peak of 0.12 
to 0.5 mg. following the test dose. After the 
period during which vitamin supplement was 
administered, repetition of the test showed a 
24-hour excretion in the urine of 70 to 291 mg. 
of vitamin C, and a 6-hour excretion of 50 to 
180 mg. 
measure from 0.98 to 1.98 mg. per 100 c.c., 
after the test dose ranged from 2.18 to 2.60 mg. 
per 100 c.c. From a clinical standpoint the 
gastrointestinal symptoms had cleared up in one 


The fasting blood values had risen to 
and 


patient, the stomatitis, vaginitis and proctitis 
had disappeared in another, and the individual 
who had pellagra was markedly improved. Only 
the patient with pellagra received treatment oth- 
er than the daily administration of cevitamic 
acid. 
DISCUSSION 

Of the two individuals included in this study 

who had pellagra, one was markedly deficient 


in vitamin C, and one was at the low limit of 
normal. A further study of the state of satura- 
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tion of the tissues with vitamin C in this condi- 
tion is being undertaken. It is suggested that 
when a deficiency in one vitamin exists, there 
may be concomitant deficiencies in other vita- 
mins. Stomatitis, vaginitis, proctitis, gastro- 
intestinal complaints and fatigability may be 
indications of a vitamin C deficiency and de- 
mand careful investigation. In the absence of 
facilities for quantitative estimations of cevi- 
tamic acid in the blood and urine, the capillary 


fragility test may give valuable information 


= 


re 


garding vitamin C nutrition. According to 
Wright’ an increase in capillary fragility is the 


first clinical evidence of scurvy. 
SUMMARY 


A marked depletion of the vitamin C content 


of the body may occur without evidence of 


scurvy and is often unrecognized. <A_ rapid 


method for the determination of the state of 
vitamin C nutrition is described. From a series 
of tests on 22 individuals, it is concluded that 
vitamin C nutrition may be considered normal 
if: (1) the level of reduced cevitamic acid in 
the blood (fasting) is, at the minimum, 0.7 mg. 
per 100 c.c., increasing to 2 mg. or more in one 
to three hours after the oral administration of 
600 mg. of cevitamic acid, or (2) if the output 
of vitamin C in the urine for six hours after the 
Either the blood or 


urine alone may be tested as the results are 


test dose is at least 50 mg. 
parallel. When the concentration of cevitamic 
acid in the blood reaches a certain height, about 
1.4 mg. per 100 c.c., the amount excreted in the 
Of the 22 individuals 


tested, 17 of whom were apparently normal in 


urine begins to increase. 


regard to vitamin C nutrition, 14 showed a de- 
ficiency of cevitamic acid. The recognition of 
the frequency and importance of a deficiency in 
vitamin C should stimulate further study leading 


to better understanding of many pathologic 


states and the institution of more efficacious 
therapeutic procedures. 
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DISCUSSION 
Dr. John H. Musser (New Orleans): I might 


very well go back to a period some few years ago 
and discuss the beginning and the development of 
our knowledge of vitamins, but time is short, and I 
know that this section is some hours back on its 
schedule. I would like to point out, however, that 
ten years ago our knowledge of vitamins was virtu- 
ally nil, and about all that was known of these 
hypothetical substances was that they were in 
foods. That is all we did know—very little. Thanks 
to the biochemists, our knowledge has gone for- 
ward in the last ten years by leaps and bounds. 
I think the importance of the discovery of cevitamic 
acid is obvious, particularly in its application to 
clinical medicine in the past few years. 


Here needs to be stressed one or two things Doc- 
tor Goldsmith’s paper brought out, which I think 
of great importance. The first is, recognizing that 
chronic deficiency states in adults are extremely 
common; we have here a method of determining 
whether or not such is the case in a specific patient. 
When you stop to think that in these subclinical— 
not the outstanding clinical cases of deficiency, but 
the subclinical states—the diagnosis is based large- 
ly on impressions. With the use of this particular 
examination Dr. Goldsmith sketched today, there is 


definite, positive information that this particular 
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And, 
is lacking 
vitamins will also be absent in 


vitamin C at least is lacking from the diet. 
as she pointed out, when one vitamin 
very likely other 
quantities sufficient to produce clinical symptoms. 

The other point I think important enough to be 
stressed is the application of this laboratory ex- 
amination to the sick baby. I think it has opened 
up a field which I am sure the pediatrician will 
be glad to grasp and which he will take advantage 
of. 

Dr. Robert A. Strong (New Orleans): 
Goldsmith has discussed a subject about 
there is every reason to believe we shall hear con- 
There is a 
rapidly growing literature on the newly discovered 
functions of vitamin C, and if only a part proves 
to be correct, the value of cevitamic acid as a 
preventive and therapeutic agent will exceed any- 
thing that could be imagined five years ago. 

The routine administration of orange juice or 
temato juice to babies represents the earliest ex- 
supplying a vitamin, and up to a short 
while ago it was believed that its only function was 
to prevent scurvy. when Dr. Albert 
Szent-Gyorgyi first from the 
suprarenal gland, which he designated as hexuronic 
which was changed by later 
workers to ascorbie acid and which is now called 
cevitamie acid, in compliance with the wish of the 
Counil on Pharmacy and Chemistry of the Ameri- 
can Medical Association, he opened up a field of 
investigation which has already been replete with 
remarkable discoveries. I happen to know that 
Doctor Goldsmith is familiar with all of them, but 
in the short space of time ailotted, she could dis- 
cuss only a few. 


Doctor 
which 


siderably more in the next few years. 


ample of 


However, 
isolated a substance 


acid, the name of 


Concerning infections, of which she spoke, the 
value of cevitamic acid can be no better exempli- 
fied than in the treatment of a particularly malig- 
nant type of diphtheria which has occurred in con- 
tinental Europe, and which had failed to respond 
to antitoxin. An investigation to determine the 
potency of the available antitoxin revealed that it 
measured up to the usual standards. However, 
when cevitamic acid was administered in conjunc- 
tion with it, the results were such as to bring forth 
the statement of one group of authors that “it 
was life saving.” The other authors called atten- 
tion to the fact that in Palestine, a tropical coun- 
try where the diet of children is largely citrus 
fruits, it is recognized that diphtheria is extremely 
mild. Whether or not there is a connection be- 
tween this use of citrus fruits and the mildness of 
diphtheria, is a of conjecture. Other au- 
thors have invited attention to the value of cevi- 
tamiec acid in the treatment of arthritis, osteomye- 
litis, pertussis, and in many acute and chronic sur- 
Surgeons have already used it to 
promote healing in aseptic wounds as well as in- 
fected wounds. 


matter 


gical infections. 
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Dr. M. P. Boebinger (New Orleans): I am very 
happy to have heard this excellent paper. I too 
am very much interested in the use of vitamins, 
especially vitamin C. At the Baptist Hospital I 
am known as a_e staunch supporter of vitamin 
therapy. The use of large doses of vitamin C has 
given me excellent results in my practice. I give 
as much as a quart of orange juice in twelve hours, 
in mucous membrane cases, 
otitis media and sinus cases. 


acute coryza, acute 

Vitamin C is one of the oldest and best known 
otf vitamins for use in deficiency diseases. It was 
one of the first to be synthesized. While the 
physiologic action is little known, we do know that 
good results are obtained in all mucous membrane 
and scurvy cases, where large doses of vitamin C 
are given. 

Dr. H. E. Menage (New Orleans): I am not a 
biochemist and probably not up to date on the 
complexity of the vitamins. I would like to know 
more definitely what the so-called “renal threshold” 
is? Where and what is the danger line in over 
vitaminizing patients? A few months ago I saw 
an overfat, few months old baby who was given, 
I believed, an unusually large amount of vitamins. 
The baby had a rather extensive dermatitis which 
at that time had not improved under any treat- 
ment. The vitamins were stopped and with no 
other treatment the eruption disappeared in a very 
short time. One case naturally means nothing ex- 
cept possibly that we have added to an already long 
list of causes another potential one in diseases of 
the skin in young children. 


Dr. Grace A. Goldsmith (In conclusion): I want 
to thank the various doctors who have so kindly 
discussed my paper. 


It appears probable that vitamin C will prove 
useful in the therapy of many conditions. In 
pneumonia, for example, good results have already 
been reported, and also, as Dr. Strong mentioned, 
in diphtheria. The frequency of a deficiency in 
this vitamin is high, so that every physician will 
encounter it at some time in his practice. 


There is very little danger of giving too much 
vitamin C in contrast to the results of administer- 
ing large quantities of some of the other vitamins. 


As.much as 5 grams have been given in a single 
dose without untoward effects. 


In regard to the renal threshold of cevitamic 
acid, the excretion by the kidney rises as the 
amount present in the blood increases. This pre- 
vents accumulation of excessive quantities in the 
body and acts as a safeguard against toxemia. 
As the body becomes saturated with vitamin C, 
more and more is put out in the urine, until practi- 
cally 100 per cent of a test dose is excreted. There- 
fore, I do not think there is much likelihood of 
giving patients an overdose of cevitamie acid. 
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One of the most important developments in 
surgery during the past four years was the re- 
cognition of ruptured intervertebral disk as a 
cause of sciatic pain. This condition is found 
to be present in a high percentage of patients 
“sciatica” fails to 


whose respond to the usual 


1, 2,3 


therapeutic measures. 


ANATOMY AND PHYSIOLOGY OF THE 
INTERVERTEBRAL DISK 
Each intervertebral disk is composed, at its 


of laminae of 


forming the annulus fibrosus. 


circumference, fibrocartilage 
The fibers of 
the laminae run obliquely between the verte- 
bral bodies and are firmly attached to them. In 
the central part of the disk is the nucleus pulpo- 


sus, a highly elastic, gelatinous substance. In- 
terposed between the disk and the adjacent ver- 
tebrae are thin plates of hyaline cartilage. The 


nucleus pulposus, confined to its position by 
the annulus fibrosus and the cartilage plates. 
acts as a shock absorber and a hydrodynamic ball 
bearing for the spine. Under increased pres- 
sure the elastic nucleus pulposus becomes flat- 
ter and pushes the more resistant fibrous la- 


minae outward in all directions. 


ESCAPE OF THE NUCLEUS PULPOSUS 


The nucleus pulposus is under constant pres- 
sure because it sustains the weight of the body. 
Jumping and lifting obviously put each nucleus 
under increased compression. In view of this 
fact it becomes obvious that the semifluid nu- 
cleus pulposus will escape from the disk if it 
can find a passageway*. Such an exit may be 
produced in the annulus fibrosus or in a carti- 
lage plate as the result of trauma or local de- 
generation. In the case of the fissured carti- 
lage plate, the nuclear material forces its way 
into the cancellous bone of the vertebral body. 
The invading substance then undergoes prolifer- 





*Read before the Orleans Parish Medical Society, 
May 9, 1938. 

‘From the Division of Neurosurgery, School of 
Medicine, Tulane University. 
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ation and finally results in a firm nodule of 
cartilage. These lesions of the vertebral body 
are called Schmorl nodes (fig. 1) and have long 


been familiar to the roentgenologist*. 


Ant.long. lig. 






Post. long. lig. 


Nucleus pulposus 


Fig. 1. 


posus 


From an actual case in whieh the nucleus pul 
both the the 
X-ray) and into the spinal canal 


escaped into body of vertebra 


(as 
shown by 
operation). 


(as found at 


Of more significance is a fissure in the pos- 
terior part of the annulus fibrosus. This per- 
mits the nucleus pulposus to herniate into the 
spinal canal where it forms a swelling under 
the posterior longitudinal ligament, usually to 
Parts of the 
annulus fibrosus may be extruded as well. Here, 


one side of the midline (fig. 1). 


also, secondary changes occur and the displaced 
tissues become a firm nodule of cartilage. Such 
lesions can be found in 15 per cent of autopsies 
but most of them are too small to give symp- 
If ly in 


diameter they may compress the spinal cord or 


toms.® they are from 1% to cm. 


the spinal nerve roots. 
EXPLANATION OF SCIATIC 

the 

thoracic portions of the spinal canal produce 


PAIN 


Disk nodules occurring in cervical or 
the symptoms of extradural tumor of the spinal 
cord. In the lumbar region, the disk nodule 
compresses or irritates one or more of the nerve 
At 


glance, one might be inclined to believe that a 


roots composing the cauda equina. first 
small disk nodule in the lumbar region would 
displace the dural sheath and enclosed cauda 
equina without This 


would be the situation were it not for the fact 


producing symptoms. 
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that the nerve roots leaving the canal are firm- 
ly fixed. A nerve root is fixed at its exit from 


the dural sheath and it is fixed as it enters the 


Ruptured 
disk 





Dural sheath 


Fig. 2. Two laminae have been removed exposing the 


dural sheath and two pair of nerve roots (diagrammatic). 
The ruptured disk (dotted line) causes a distortion of 
the root which emerges at that level. 
intervertebral foramen. It is at or between 
these points that a disk nodule compresses and 
irritates a nerve root thus producing sciatic pain 
(fig. 2). Slight movements of this traumatized 
nerve root, such as are brought on by coughing, 
lifting, or “straight leg raising’, result in ex- 
acerbation of the pain. 
SIGNS AND SYMPTOMS 

“Sciatic” pain may be cramping, aching, or 
shooting. It begins in the low back. usually a 
little to one side of the midline, and extends 
into the buttock, down the posterior aspect of 
the thigh, down the lateral aspect of the leg, 
and into the dorsum of the foot. The exact 
distribution of the pain varies somewhat with 
the nerve root affected. The pain may subside 
for long or short periods. 

Muscle spasm is usually present in some de- 
gree. In typical cases the normal lumbar lordo- 
sis is lost and there is a list to the side of the 
lesion or away from it. 

The neurologic findings are negligible or ab- 
sent for the obvious reason that only one nerve 
root is being irritated. Sensory change is not 
present as a rule because of the overlapping of 
cutaneous nerves. It is necessary to cut three 
adjacent posterior roots in order to produce an 


area of anesthesia.‘ However, hyperesthesia 


may be present. Motor weakness is rarely 
demonstrable but the Achilles reflex is apt to 
be diminished or absent. 

DIAGNOSIS 


It will be seen from the discussion of signs 


and symptoms that “sciatica” due to a ruptured 


disk differs little if any from “sciatica” due to 
other causes. Roentgenograms of the spine and 
lumbar puncture are, of course, essential to an 
adequate study. Neither of these procedures, 
however, is of much assistance in making a 
diagnosis of ruptured disk. The spinal fluid 
in 75 per cent of the cases exhibits an increase 


‘ 


in the total protein. There is no “spinal block.” 
The diagnosis can be positively established 
only by fluoroscopy following the injection of 
lipiodol (5 c¢.c.) into the subarachnoid space. 
The lesion produces a filling defect which is 
constant. The great majority of the nodules 
in the lumbar region are attached to the fourth 
or fifth intervertebral disks. 
TREATMENT 
The only proper treatment is laminectomy and 
excision of the disk nodule. Since the lesion is 
accurately localized by fluoroscopy it is not 
necessary to make a large opening into the 
spinal canal. If the lesion is placed far laterally 
it can be exposed by retracting the dural sac 
toward the opposite side. The posterior longi- 
tudinal ligament which holds the nodule in place 
is incised. The cartilage may be lifted out if 
unattached. If it is adherent to the disk it must 
be removed by sharp dissection. If the lesion 
is large and near the midline it is wise to ap- 
proach it transdurally. In this case the fibers 
of the cauda equina are gently separated to ex- 
pose the nodule. Black silk is used to close the 
dura as well as all other layers including the 
skin. Drainage is not needed. A plaster cast 
is not required because the back has not been 
materially weakened by the procedure. Almost 
invariably the “sciatica” is promptly relieved 
and does not recur. 
COMMENT 


I do not wish to create the impression that 
all “sciatica” is due to a ruptured’ intervertebral 


disk. It is not. Neither should every patient 
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with “sciatica” be urged to have an intraspinal 
injection of lipiodol, innocuous as that pro- 
cedure is now known to be. The case can per- 
haps best be stated this way: If a patient with 


chronic “‘sciatica” fails to get relief from the 
usual medical and orthopedic measures, ruptured 
intervertebral disk must be suspected and the 
proper investigations carried out. Operation at 
present is indicated only when the roentgenolo- 
gist can demonstrate the lesion. Finally, I be- 
lieve that ruptured intervertebral disk is the 


commonest single cause of “‘sciatica’’. 


SUMMARY 


1. Ruptured intervertebral disk is the com- 
monest single cause of sciatic pain. 

2. The fourth or fifth lumbar disks are in- 
volved in the great majority of cases. 

3. A ruptured disk produces pain and the 
other manifestations of “sciatica” by compress- 
ing a nerve root in its course from the dural 
sheath to the intervertebral foramen. 

4+. The 
fluoroscopy following the injection of lipiodol 


diagnosis can be made only by 


into the subarachnoid space. 

5. Laminectomy and excision of the pro- 
truding portion of the disk produces prompt 
and permanent relief. 
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DISCUSSION 


Dr. L. L. Cazenavette (New Orleans): I note 
that the doctor’s remarks have been -on the sub- 
ject of “ruptured intervertebral disc as a cause of 
Sciatic pain.’ We frequently meet patients who 
come to us because of pain in the region of dis- 
tribution of the sciatic nerve and are very prone 
to diagnose these cases by the term of sciatica, 
which term has been used loosely to designate 


paroxysmal pain in the region of the sciatic nerve. 
In sciatica proper it is accepted that this pain 
comes on in paroxysms and is not accompanied by 
any symptoms denoting any condition with the 
nerves or spinal cord. As soon as we appreciate 
the presence of symptoms denoting organic condi- 
tions along the nerve roots or cord, then the case 
ceases to be one of sciatica and should be desig- 
nated by whatever may be the pathologic processes 
present. 

The point comes to my mind that it is neces- 
sary to watch these cases, so-called sciatica cases, 
for a fairly long period of time, in order to be 
able to determine whether there are any symptoms 
which denote real pathology in the nervous sys- 
tem itself. 

I want to ask Dr. Echols what have been his 
observations in conditions which have been fairly 
well determined as sciatica and which have an- 
swered favorably to epidural injections of saline 
solution and tell us what has been his experience 
along that line. I ask that because in many in- 
stances with the diagnosis of pain in this region 
without organic conditions, we have used epidural 
injections with a great deal of success. In those 
cases where response was not as expected, we 
found some other conditions, usually a psychogenic 
factor, which came in as a part of the etiology in 
the case. 

Dr. E. D. Fenner (New Orleans): I have listen- 
ed with great a deal deal of interest to Dr. Echols’ 
paper. Of course, all of us, who are interested in 
this type of work, have seen a good many or at 
least a number of articles discussing this condi- 
tion and relating the effects of operation. 

I confess that I have not, up to this time, found 
any cases myself of ruptured nucleus pulposus. I 
think there must be some among the more chronic 
of my cases that have this as a background, but lL 
feel about this subject of the injection of lipiodol, 
which of course is the only way by which the diag- 
nosis can be made with any positiveness at all, 
that it is still something that ought not to be 
done to everybody who has backache or pain 
in the sciatic nerve. I have not been able to con- 
vince myself that there is not an element of pos- 
sible danger from injection of lipiodol and of 
course men are liable to get enthusiastic about a 
matter of this kind, so that I also have the fear 
that there are going to be a lot of laminectomies 
done where it is not necessary. I am sufficiently 
familiar with my own capacity for vision to feel 
sure that any fellow who does a laminectomy has 
to find the protruding disk. He is just bound to 
find it. I feel that everything else ought to be 
tried, particularly epidural injection of novocain, 
before laminectomy is undertaken. Some cases are 
undoubtedly due to the protruding discus pulposus. 
I cannot believe they are as common as some 
writers would lead us to believe. We ought to be 
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undertaking such a serious opera- 
I do not know what becomes 


careful before 
tion as laminectomy. 
of the laboring man who has his fourth and fifth 
vertebral arches removed. I feel that that fel- 
lew is bound to be less vigorous than he was be- 
fore those bony arches were taken away. I think 
we ought to be careful that there is actually a 
spinal block before undertaking the operation. 


Dr. Dean H. Echols (In closing): It is often 
impossible to distinguish clinically between cases 
ot ruptured disk and cases of sciatic pain due to 
other causes. The pain of true sciatica, if such 
a thing exists, is indistinguishable from the pain 
produced by a lesion which irritates or compresses 

cord. The absence of 
not rule out a ruptured 


one of the roots’ of the 


neurologic findings does 


disk. The scarcity of neurologic signs is due to 
the fact that a ruptured disk only compresses a 
single nerve root. Even the cutting of a single 
nerve root does not produce an area of anesthesia. 
In fact, it is necessary to cut three consecutive 
roots to produce anesthesia. The Achilles reflex 
is often absent or diminished in these cases of 


This may be the only evidence of 
nervous system. A 


ruptured disk. 
organic involvement of the 
spinal block is not found in these cases. 

I certainiy agree with Dr. Fenner about the in- 
advisability of hurriedly injeeting lipiodol into 
every patient who has sciatic pain. This should 
be done only after the conservative methods of 
treatment have failed to give relief. 
true that a laminectomy is not de- 
sirable for a working man heavy 
However, laminectomy does not seriously 


It may be 
who must do 
lifting. 
weaken a back. 

Laminectomies in this country are done at the 
rate of four or five hundred every year. I know 
of only two or three cases in which disability has 
resulted, i. e., a weak back. The beauty of the 
lesion under discussion is that it can be removed 
through a small laminectomy because it is so ac- 
curately localized by the x-ray. 


A PREGNANT WOMAN WITH LOBAR 
PNEUMONIA, TYPE VIII, CURED 
BY SPECIFIC SERUM 

MUSSER, M. D. 


and 


M. J. BOGGS, M. D. 
NEW ORLEANS 


J. H. 


The following case report is recounted be- 
cause the response to therapy in a patient who 
had lobar pneumonia type VIII was so prompt 
and so spectacular that it is indicative of what 


can be accomplished by serum. The experiences 
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with serum in the South have been few and 
far between but similar reports are being pub- 
lished constantly in the North with a large group 
of patients. 


CASE REPORT 

Mrs. C. W., a 19 year old woman seven months 
pregnant, was admitted to the Charity Hospital on 
September 26, 1938, extremely dyspneic and cya- 
notic, with a respiratory rate of 48, pulse rate of 
132 and marked elevation of the temperature. 

This young woman late on the night of Septem- 
ber 24 developed a pain in her right side, had a 
severe chill with a high fever. The next day she 
began to expectorate blood tinged sputum. Admitted 
to the ward early in the morning of September 
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Fig. 1. Chart of patient showing the prompt drop in 
temperature, pulse and respiration following specific 
serum, 


26 she had typical physical findings of a lobar 
pneumonia which was confirmed by x-ray exami- 
nation. There was a total white count of 29,350, 
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of which 94 per cent were polymorphonuclears. 
The sputum was sent immediately to the labora- 
tory for typing and promptly reported back that it 
was type VIII pneumococci by the Neufeld technic. 
There was some delay in securing anti-pneumococci 
serum but by noon this was available. The patient 
was tested for sensitivity by the conjunctival 
method and the reaction was negative. She was 
then given 10,000 units type VIII pneumococci 
serum prepared from rabbits’ serum, two hours 
later she was given 40,000 units intravenously, 
four hours later given 40,000 units; this was re- 
peated in another four hours. The following morn- 
ing temperature had come to normal, her extreme 
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cyanosis and dyspnea, which required oxygen, had 
disappeared and five days later she was discharged 
from the hospital at her request because she was 
entirely well. 


SUMMARY 

This patient presents a splendid example of 
the results that may be obtained by the early 
use of specific serum in the treatment of pneu- 
monia. Not only was the life of the young wo- 
man undoubtedly saved but also that of her un- 


born child. 





NOTICE 


BE SURE TO READ THE SPECIAL 


SUPPLEMENT AT THE END OF 


THIS NUMBER OF THE JOURNAL. 
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THE PHYSICIAN AND THE FARM 
CURITY ADMINISTRATION 


SE- 


It is extremely important that the members 
of the State Medical Society study the medical 
care program for Farm Security Administra- 
tion families which will be found as a supple- 
ment in the very last section of the Journal. 
Wisely the Farm Security Administration has 
recognized thet their responsibility begins with 


the health of t’.e farmer. It is utterly impos- 
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sible to expect a man sick and ailing, or partial- 
lv disabled from some remedial cause to be able 
to operate a farm with the hard physical work 
that is necessary to till the soil. As pointed out 
by Dr. Williams it is essential that the families 
be kept in reasonably good physical condition. 
The word families is used advisedly because on 
a farm every one must do his share of work if 
the farming is to be a success. 

Throughout the state there are more than 
9000 clients of the Farm Security Administra- 
tion which number will be increased material- 
ly in the next few months. Taking cognizance 
of the importance of medical care of these peo- 
ple of the FSA, their representatives met with 
the executives of the State Medical Society on 
October 11. 


ecutive Committee for the representatives of the 


Permission was given by the Ex- 


FSA to discuss with the various parish medical 
societies throughout the state the plan for tak- 
ing care of the poor people in the parish as it 
applied to each individual parish unit of the 
state. 

It would seem from a perusal of copy of the 
suggested understanding between the physi- 
cians of any parish and the FSA that a very 
fair, just and equitable arrangement is being pre- 
State Medical 
The choice of physician is permitted. 


sented to the members of the 
Society. 
the scale of charges is that which is a standard 
for the usual professional charges for a people 
of moderate means. Funds of between 15 and 
30 dollars per family will be available to pay the 
This represents roughly about 200,000 


dollars which would be distributed to the physi- 


ce ctor. 


cians for services rendered to a group of people 
from whom undoubtedly the physician has never 
The 


ment as far as can be judged is not bound by 


before received compensation. arrange- 
red tape and, what is extremely important, is to 
he conducted in conjunction with committees 
from the several parish medical societies. 

Dr. O'Hara, the President of the State Medi- 
cal Society, points out in his letter to Dr. Wil- 
liams, a copy of which is included in the report, 
that the family has a free choice of physician 
and, second, that the plan provides for action by 
the medical society as a parish unit and as a state 


whole. These two desiderata are the funda- 
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mental basic points which the medical profession 
is imsisting upon in regard to insurance 
schemes and the like. The medical profession 
has no objection to the Government helping 
the man economically below a level which 
does not permit payment to the physician for 
his services. Governmental agencies have, for 
an untold number of years, taken charge and 
taken care of the poor of the community who 
have become ill as result of serious disease, The 
Charity Hospital has functioned for a century 
and a half; other state hospitals and county and 
municipal hospitals such as Bellevue and Cook 
County have been doing the same for many 
generations. These institutions supply only 
services to the severely ill. There are an 
enormous number of people in this country who 
are not eligible for services in state hospitals but 
who need medical care. If and when the Gov- 
ernment can arrange to take care of these peo- 
ple in a manner which will permit the medical 
profession to maintain its identity as a profes- 
sion, if it will permit the maintenance of the 
patient-physician relation which has _ existed 
from time immemorial and if it will give the 
physicians a fair representation in the distribu- 
tion of funds, then will the medical man wel- 
come Governmental succor to the poor. 

Dr. O’Hara and the members of the Execu- 
tive Committee of the State Medical Society are 
to be congratulated on obtaining for the physi- 
cians of the state an arrangement which seems 
to be eminently fair and just. Dr. Williams is 
likewise to be felicitated upon his frank recog- 
nition of the fact that the medical profession 
should be paramount in any arrangement which 
has to do with the sick man or woman and his 
or her care, 





TO THE SECRETARIES OF THE DIS- 
TRICT AND PARISH MEDICAL 
SOCIETIES 
About two weeks ago a letter was sent out 
from the editorial office of the Journal to the 
secretaries of all parish and district medical so- 
cieties in the state. In this letter was a request 
that they supply the editor with news about 
their meetings and about what was going on in 


their particular society. So far this request has 
been responded to by one secretary. Again the 
editor respectfully asks that the secretaries in- 
form him of the date of the meeting, of the 
speaker and any other activities which may be 
of general interest to the readers throughout 
the state. 

The Journal Committee is particularly anxi- 
ous to publish each month a calendar of the 
meetings throughout the year. The Commit- 
tee believes that this would be a great advant- 
age to the constituent members of the State So- 
ciety and it should be a great help to the secre- 
taries themselves. If the date of the meeting 
is published a month or two to three months 
ahead of time, this will be a reminder that the 
meeting is to be held as well as when and where 
it is to take place. The calendar, if the secre- 
tary will cooperate, will contain a list of the 
Thus, Blank 
Parish Society will meet on such and such a 


meetings throughout the year. 


date in December, February and March; or, 
Blank District Society will hold its meeting on 
the second Wednesday of the first and fourth 
months of the year. This information will be 
of value not only to the members of the constitu- 
ent parish societies, but to the men who live in 
neighboring parishes, or elsewhere in the state. 
They may want to attend one of the meetings 
and, if the date is set down, they are more 
likely to do so, than if they have to write or 
telephone to find out when and where it is. 
Again we reiterate, will not the secretaries 
of the constituent parish and district medical 
societies help in making their Journal a more 


valuable instrument of publicity than it now is? 





THE TREATMENT OF PNEUMONIA 


In another portion of the Journal there will 
be seen a very brief case report of a pregnant 
woman in whom lobar pneumonia was cured 
following the use of specific serum. This case 
report was merely recorded as an example of 
what may be done with patients who have cer- 
tain types of this disease. 

Specific serum in the treatment of pneumonia 
has not obtained the popularity that it should 
in the far South. One of the difficulties has 
been the prompt typing of a patient’s sputum 
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and the other has been the expense and cost 
and difficulty of obtaining the specific serum. 
In the states where pneumonia is more preval- 
ent than in the South the results that have been 
obtained by serum treatment have been spectacu- 
lar. In type I pneumonia without serum rough- 
ly the deaths will be about 30 per cent, with 
serum 10 per cent. In type II pneumonia the 
percentage respectively is 40 and 20, and in 
type V 
serum is the same as in type I, the mortality 


the death rate of those untreated with 


however in the treated cases is somewhat high- 
In types VII and VIII 


pneumonia the death rate of treated patients is 


er, namely 15 per cent. 


somewhat less than one-half the figures of those 
who are untreated, These figures apply to the 
patients who are treated immediately or soon 
after the onset. There is a gradual increase in 
the death rate which becomes most marked after 
the third day, so if serum is given after the 
fifth day of the disease the mortality rate in 
type I pneumonia of 32 per cent can be ex- 
pected as invariably as if serum has not been 
given. 

Of the two reasons why antiserum has not 
been used more generally in the South, that of 
expense is important. It should be borne in 
mind that the expense of serum administration is 
no more than is an operation for an acute ap- 
pendicitis. No one would hesitate to operate in the 
presence of signs and symptoms of an acute ap- 
pendicitis because of the expense involved. It 
is equally reasonable to disregard expense in 
If the 
serum is not available for the treatment of the 
should be 


the serum treatment of pneumonia. 


poor man without funds, then it 


made available somewhere for him. In so far 
as the typing of sputum goes every hospital 
should have the test antisera in order to type 
sputum. The State Health should 
have not only the material but the personnel to 


Joard of 


make a prompt and immediate diagnosis of the 
type of pneumonia the patient present. 


With hospitals scattered all over the state, with 


may 


good roads, it is only a question of getting the 
sputum in a few hours to a place where it could 
be typed. Furthermore, the big drug firms are 
now carrying antiserum which, incidentally, was 
not true a few months ago. 


Editorials 


The death rate in is nigher in 
some of the southern states than it is in the 


North. 


siana is in the median group. 


pneumonia 


The death rate of pneumonia in Loui- 
From 85 to 115 
people per 100,000 population have died of this 
disease in a period between 1931-1935. Many 
of these thousands of deaths might have been 
obviated with the prompt typing of the sputum 
and administration of serum for the five types, 
I, If, V, VII and VIII for which it is avail- 
able. Pneumonia is a common disease. It 
ranks usually about fifth or sixth in the list 
of reportable diseases during the winter months, 
We cannot afford to neglect diagnosing early 
and treating promptly the patients who have 


pneumonia. 





NEONATAL MORTALITY 


The Chicago Board of Health has for the 
past three years been carrying on intensive 
studies to find out what factors are responsible 
for neonatal deaths. This has been done for 
the purpose of securing data which might ulti- 
mately be used in reducing the death rate of 
infants during their first two weeks of life and, 
particularly, during the first day of life. 


A preliminary report of this study was made 
in 1936-1937. Now there appears a new re- 
port! which details methods of investigation 
and arrives at some conclusions concerning the 
death that takes place in the newborn babe. Of 
the five major causes of death, intracranial 
hemorrhage leads all others with a total of 237 
in Chicago in the years 1936-1937. Congenital 
malformations are next in number and then fol- 
low pneumonia, with 48 deaths, asphyxia with 
65, and then 362 deaths by causes undetermined 
and without demonstrable pathologic lesions 
other than atelectasis. In this latter group are 
found children who died as a result of (a) 
prematurity, (b) complications of pregnancy, 
(c) breech and (d)_ multiple 
Among the complications of pregnancy 


presentation 
births. 
most often leading to prematurity are (1) 
toxemia, (2) external violence, such as accidents 
tc the mother, (3) placenta previa, and (4) un- 
determined causes. 
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The chef factors responsible for intracranial 
hemorrhage are (1) operative procedures, (2) 
breech presentation, (3) complications of labor, 
accompanied by operative procedures, and (4) 
primiparity. In so far as pneumonia is con- 
cerned, the following factors are of particular 
importance: (1) complications of labor and 
pregnancy, and (2) prematurity. Asphyxia is 
most likely to be caused by (1) breech presenta- 
tion. (2) use of analgesics, and (3) operative 
procedures because of fetal or maternal dispro- 


portion. 


In summarizing this material, Bundesen, 


President of the Chicago Board of Health, ex- 
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presses the opinion that many of the factors 
which contribute to the death of children under 
two weeks of age “may be controlled by the 
knowledge now available.” Improved antepar- 
tum and postpartum obstetric care, better hos- 
pital nursery care, the avoidance of dangerous 
procedures and unwise employment of drugs, 
use of measures to lengthen pregnancy to term, 
such as progestin and vitamin E, the employ- 
ment of all these measures, if judicious and 
properly carried out, could occasion a definite 
reduction in neonatal mortality. 

1. Bundesen, Herman N., et al.: Factors in 
neonatal deaths, J. A. M. A., 111:134, 1938. 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


NORTH LOUISIANA SANITARIUM 

The regular meeting of the North Louisiana 
Staff was called to order by the President, Dr. 
Gowen, at 8 o’clock on June 28, 1938 with thirty 
members present. There being no committee re- 
ports, the hospital report was read and the deaths 
discussed. 

SCIENTIFIC PROGRAM 

Dr. Hargrove presented the report of a study of 
coronary disease in thirty males and seven females. 
This report included discussion of the symptoms, 
the type of occlusion, whether anterior or posterior, 
the age at which attacks were begun and the 
number of attacks until death, the outcome of all 
cases, the cause of death in each case, the time 
of occurrence, the irregularities of the heart, and 
blood counts in each case. 
discussed by Drs. Herold, 
Mathews. 


The presentation was 
Jassity, Smith and 


Dr. Abramson reported a case of so-called false 
aneurysm, illustrated by lantern slides, which was 
discussed by Dr. Crain. 

Dr. Crain presented the case of a S. hemolyt- 
icus infection treated with -prontylin and prontosil, 
administered in large doses. The patient did not 
respond and the outcome was fatal. 


N. Judson Bender, M. D., Sec. 


NORTH LOUISIANA SANITARIUM 

In the absence of both the President and Vice- 
president, the first regular meeting of the North 
Louisiana Staff since June 28 was called to order 
by Dr. Heard, on September 27, 1938 at 8 p. m., 
with thirty-two members present. 

Dr. Abramson reported that the operating rooms 
were being air-conditioned. Dr. C. R. Reed was 
unanimously elected to membership on the staff. 


SCIENTIFIC PROGRAM 

Dr. Mathews presided at a clinico-pathologic con- 
ference. . The clinical data were presented and dis- 
cussion was opened by Dr. Hargrove. The case 
was further discussed by Drs. Cassity, Wolfe, 
Richardson, Blandino, Rigby, Sanderson, and Sha- 
vin. Dr. Mathews then presented the autopsy 
findings and demonstrated the pathologic speci- 
mens in the gross and the specific 
lesions by lantern slides. 

Dr. Stamper presented the case of a difficult, 
but successful repair of an urethral fistula. Im- 
mediately after repair, the wound broke down and 
it appeared as though the whole operative site 
would slough out. Subsequently, however, there 
was complete healing with the establishment of 
the normal urethral channel. Dr. Stamper’s inter- 
esting case was discussed by Drs. Scales, Youman, 
Rigby, and J. M. Gorton. 

N. Judson Bender, M. D., Sec. 


microscopic 


HIGHLAND SANITARIUM 

The Staff of the Highland Sanitarium held its 
regular meeting in the Clinic Building, on Sep- 
tember 15, 1938. 

Dr. H. W. Boggs discussed the treatment of 
gastric and duodenal ulcers with feedings through 
the duodenal tube and reported two very interest- 
ing cases. This paper was discussed by Drs. W. 
R. Mathews, T. P. Lloyd and C. P. Rutledge. 

Dr. W. F. Drummond reported two cases of 
carcinoma of the head of the pancreas with man- 
agement. This report was discussed by Drs. H. 
M. Prothro, W. R. Mathews, C. P. Rutledge and 
J. A. Hendrick, Jr. 

Dr. Dean H. Duncan gave a very interesting 
talk regarding a recent visit to the Alcatraz prison 
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off the Pacific coast. His impression was that it 
difficult to get this 
He was impressed with the thor- 


is much into prison 


than to get out. 


more 


oughness with which the visitors were searched 
and the solitude of the prison. 
on the high lights of the Neuro-Psychiatric Section 
of the American Medical Association which met 
in San Francisco in May. In addition to this he 


reviewed two very interesting cases of brain tumor. 


He also reported 


These cases were discussed by Drs. W. S. Harmon 
and W. R. Mathews. 
C. P. Rutledge, M. D., 
Acting Secretary 


J. T. NIX CLINIC 
New Orleans 

At the meeting held in October 

Perret presented the following paper: 
PRIMARY CARCINOMA OF THE LIVER: 
REPORT OF THREE CASES 

Primary neoplasms of the liver are rare. Primary 
carcinoma is rare and primary sarcoma is rarer. 

Jaffél in 1924 was of the opinion that only 48 
cases of unquestionable primary sarcoma of the 
liver had been reported. 

Secondary neoplasms of the liver are common, 
about 50 times as frequent as the primary type, 
and develop in about 50 per cent of all victims of 
cancer. 

Only a few statistics will be reviewed to give 
some idea of the incidence of primary carcinoma 
of the liver. Counseller and MecIndoe,? in a col- 
lected series of 42,276 autopsies, found an incidence 
ot 0.14 per cent. Kelsch and Kiener,3 in 1876, 
reported two cases and found only one other posi- 
tive case. Sabourrin,4 in 1881, added four cases. 
Eggel,5 in 1901, collected 163 cases. This to date 
is the largest single collected report. Allbutt 
and Rolleston,6 in 1908, found 24 cases in 18,500 
autopsies. Goldzieher and von Bokay,7 in 1911, 
found 18 cases in 6,000 autopsies. Winternitz,§ 
in 1916, at Johns Hopkins Hospital, found three 
cases in 3,700 autopsies. Wheeler,® in 1909, re- 
porting from Guy’s Hospital, found 15 cases in 
5,233 autopsies. Griffith,10 in 1918, found 57 cases 
in children under the age of sixteen years. 
Périe,11 in 1921, at the South African Institute for 
Medical Research, found 55 cases in 3,900 routine 
tissue specimens. Clawson and Cabot,!2 in 1923, 
found one case in 5,100 autopsies at the University 
of Minnesota. Fried,’ in 1924, says that up to 
that time only. one case had been found at the 
Harvard Medical School. Von Glahn and Lamb,}13 
found six cases in 1,800 autopsies at the Presby- 
terian Hospital, New York. Rowen and Mallory,14 
in 1925, found nine cases in 6,506 autopsies. 
Ophiils,15 in 1926, found 13 cases in 3,000 autopsies, 
3.3 per cent of all his cases of carcinoma. Counsel- 
ler and McIndoe of the Mayo Clinic in 1926 found 
five cases in 5,796 autopsies. Smith,17 in 1926, 


Doctor J. M. 
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found 12 cases in 872 autopsies in the Philippine 
Islands. Strong and Pitts,18 in 1930, found nine 
cases in 1,024 autopsies from the Vancouver Gen- 
eral Hospital. Brines,19 in 1932, found eight cases 
in 1,087 autopsies from the Receiving Hospital in 
Detroit. After this paper had been read and before 
its publication a year later, three additional cases 
found at autopsy. MacCallum20 of Johns 
Hopkins Hospital up to 1932 had seen nine cases. 


were 


The disease is much more common in the 
Oriental and African races than in the white race. 
Of the nine cases of Strong and Pitts!8 at the 
Vancouver General Hospital eight were Chinese. 
In 193121 they added three more 
Chinese, one white. They were struck by the large 
incidence of cases occurring in the Chinese. In- 
vestigation showed that the part of .China from 
which these patients had come had a population 
infested 100 per cent with intestinal parasites; 
the most common one being the liver fluke, 
Clonorchis sinensis. They therefore believe that 
the parasites are causative factors in the malign- 
ancy. Four of Ophiil’s 13 cases occurred in 
Chinese. DeVogel22 relates that in the Dutch East 
Indies, from 1921 to 1927, 8,679 male Chinese 
were treated and that among these, 61 cases of 
malignant tumors were found; 48 of these 
cancerous and of these, 22 were primary liver can- 
cers. Dormanns23 found primary liver carcinomas 
much more common in the Chinese and Malays 
than among Europeans. He blames this on infec- 
tion with Distoma hepaticum. Bablet, Guillerm 
and Pham van Lu!4 found the disease much more 
frequent in Cochin China than in Europe. Although 
the African native is seldom affected with malig- 
nant disease, primary carcinoma of the liver was 
the most common tumor in them and Périe!! re- 
ports that this diagnosis had been made in 52 
cases out of 3,900 routine tissue examinations. 
The disease is much more frequent in 
males: six males to one female in the Presbyterian 
Hospital series, according to Stout.25 Our three 
cases were males. 

Age. The condition occurs usually between the 
ages of fifty and seventy years but it may be 
feund in children and even in infants. Griffith,1° 
as has been previously mentioned, in 1918 found 
57 cases in children under sixteen years. Nicolay- 
sen26 found a case in a child of twenty months; 
Rosenbusch,27 in an infant nine months; Mikula 
and Klein,28 in an infant one month. 


Race. 


cases: two 


were 


Ser. 


Primary carcinoma of the liver may be 
derived from: (a) parenchymal cells and from 
solid parenchymatous tumors of hepatomas, or 
from (b) bile duct epithelium and from the glandu- 
lar type of cholangioma. The majority of neo- 
plasms seem to arise from the parenchyma. Most 
authorities believe that primary carcinoma of the 
liver is of multicentric rather than of unicentric 
origin. 


Origin, 
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The association of primary liver carcinoma with 
cirrhosis of the liver is very close. Ninety per cent 
associated with 
and McIndoe consider it 
probable that carcinoma arises in 3 to 4 per cent 
of portal cirrhosis Metastases-0 are not 
very frequent but occur in 25 to 40 per 
autopsies. 


carcinomas is 
cirrhosis.?9 


of these atrophic 


Counseller 


cases. 
cent of 
The most common metastases are to the 
lymph nodes and lungs but may also occur in the 
bones, colon, pancreas, ovaries, kidneys, omentum, 
thyroid and brain. 

Clinical Course. There is nothing typical in the 
The onset is insidious. There is 
loss of appetite and there may be pains in the right 
upper abdominal quadrant. There is weakness, 
loss of weight, secondary anemia, irregular fever 
symptoms which may be caused by malignancy 
occurring anywhere in the body. Given a case pre- 
senting the symptoms and signs of cirrhosis of the 
liver, we must think of the possibility of primary 
liver cancer. Jaundice and ascites are the signs 
that will direct our attention to the liver. Jaundice 
occurs in 50 to 61 per cent of the cases. It is usu- 
ally due to the pressure of cancerous nodules upon 
the intrahepatic bile ducts but may be caused 
by the pressure of enlarged glands on the larger 
ducts. 


clinical course. 


Ascites occurs in about 58 per cent of the cases. 
It is due to pressure on the portal vein by tumor 
nodules, to an associated hepatic cirrhosis, to 
perihepatitis or to extension of the growth to the 
peritoneum. 

Towards the end of the disease, the liver may be 
enormously enlarged and hardened; nodular masses 
may then be felt. 

Duration of the disease is usually rapid, a fatal 
termination ensuing about twelve months after en- 
largement of the liver has been noted cr in about 
three to six months after ascites and jaundice have 
appeared. Von Glahn and Lamb!% reported a case 
that terminated in nine weeks. Johnson3° reports 
an unusual case which lasted thirteen years. 

Diagnosis. This is very difficult and it is rare 
that a positive diagnosis can be made from the 
clinical examination. The earlier the case is, the 
harder it is to make the diagnosis. A positive diag- 
nosis is usually made at operation or at autopsy. 
When a tumor of the liver can be palpated and 
when clinical and radiologic examination fail to 
reveal malignant involvement of any other 
part of the body, and when syphilis has been ex- 
cluded, the diagnosis of primary neoplasm of the 
liver is strongly to be suspected, and in such a 
case an exploratory operation is advisable and jus- 
tifiable, as it may be possible to remove the tumor, 

Ehrlich and Ansanelli31 report a case in which the 
diagnosis was made by hepatosplenography, using 
thorium dioxide. The diagnosis was proved at au- 
topsy. The use of thorium dioxide as a diagnostic 
and aid may not at this time be safe enough to 
be recommended indiscriminately. 


tn 
a 


Treatment. Unfortunately the treatment in the 
vast majority of cases is palliative because early 
diagnosis is so difficult. Deep x-ray therapy and 
radium are used for temporary relief. 

Nicod and Paschoud32 resected the right lobe of 
the liver and gallbladder for primary cancer in a 
patient of fifty-six years. The segment resected 
measured 5.2 by 3.6 by 2.8 inches. Fifteen months 
after operation the patient was still well. 


(To be continued in a later issue) 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 


Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 

Radio Talk, Orleans Parish Medical 
Society, 8:45 to 9 a. m., WDSU. 
Clinico-pathologic Conference Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

Hutchinson Memorial Staff, 8 p. m. 
Mercy Hospital Staff, 8 p. m. 
Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 


November 1. 


November 2. 


to 


November 


November 
November 


SS bo bo 


November 


November 7. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 
Radio Talk, Orleans Parish Medi- 


cal Society, 8:45 to 9 a. m., WDSU. 


November 


Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
m. 


November 9. 


Center, 2 p. 


November Touro Infirmary Staff, 8 p. m. 


November 11. French Hospital Staff, 8 p. m. 

November 14. ORLEANS PARISH MEDICAL SO- 
CIETY, 8 p. m. 

November 15. Charity Hospital Medical Staff, 8 
p. m. 

November 16. Radio Talk, Orleans Parish Medical 
Society, 8:45 to 9 a. m., WDSU. 

November 16. Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 

November 16. Charity Hospital Surgical Staff, 8 
p. m. 

November 17. Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 

November 17. Eye, Ear, Nose and Throat Club, 
8 p. m. 

November 18. I. C. R. R. Hospital Staff, 12 noon. 

November 18. New Orleans Dispensary Staff, 8. 
p. m. 


Hotel Dieu Staff, 8 p. m. 

Baptist Hospital Staff, 8. p. m. 
Clinico-pathologiec Conference, Char- 
ity Hospital and L. S. U. Medical 
Center, 2 p. m. 


November 21 
November 22. 
November 23. 


Clinico-patholigic Conference, Touro- 
Infirmary, 11:15 a. m. to 12:15 p. m. 
L. S. U. Faculty Club, 8 p. m. 
ORLEANS PARISH MEDICAL S0O- 
CIETY, 8 p. m. Election of dele- 
gates to the Louisiana State Medi- 
cal Society and nomination of offi- 
cers for 1939. 


November 2 


November 25. 


November 28. 


November 30. Radio Talk, Orleans Parish Medical 
Society, 8:45 to 9 a. m., WDSU. 

November 30. Clinico-pathologic Conference, Char- 
ity Hospital and L. S. U. Medical 


Center, 2 p. m. 


During the month of October the Society held 
two meetings. Monday, October 10, a joint scien- 
tific and third quarterly executive meeting was 
held. The following program was presented: 

Report on the May, 1938, Meeting of the Interna- 

tional Congress of Gynecology and Obstetrics 
Held in Amsterdam, Holland (Moving pictures) 
By: Dr. George A. Mayer 
The Analysis of the History in the Diagnosis of 
Gastric Disease 


By: Dr. Oscar W. Bethea 
Discussed by Drs. Daniel N. Silverman and 
A. L. Levin; closed by Dr. Bethea. 
Gastroscopy 
By: Dr. Donovan C. Browne 


Discussed by Drs. John H. Musser and A. L. 

Levin; closed by Dr. Browne. 

Reports of officers and committees for the third 
quarter were read. 

Dr. Lyons made a statement to the membership 
regarding the activities of a special committee to 
consider medical care for the so-called low income 
group. Dr. Chaille Jamison, of this 
committee, made a verbal report to the Society. 
A detailed report will be made at a later date. 


chairman 


At the scientific meeting held October 24, the 
following program was presented: 
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Some Observations on the Influence and Effects 
of Toxemias Upon Menstruation 


By: - ; sand _Dr. Lucien A. LeDoux 
Treatment of Advanced Carcinoma of the Cervix 
By:. . _..Dr. Leon J. Menville 


Discussed by Dr. Conrad G. Collins. 
Congenital Cystic Lung Disease 
By: Drs. Robert H. Bayley and David 
E. Fader. 
Discussed by Dr. Oscar Blitz. 


NEWS ITEMS 

The following doctors were elected to member- 
ship in the Society: 

Active: Drs. George M. Genet, Irving J. Glass- 
berg, William H. Meade, and C. Herman Weinberg. 
Dr. Philip Montelepre was reinstated to Active 
Membership. Drs. Joseph E. Blum, Jr., Warren H. 
Hebert, John S. Herring, Joseph D. 
Gordon McHardy transferred 
Active Membership. 

Intern: Drs. Louis B. Arnoldi, Wendell H. Cook, 
Frederick A. Eigenbrod, John D. Jerabeck, James 
R. Riley, Joseph P. Riley, Jr., Joseph D. Russ, 
Celso C. Stapp, George E. Thomas, and Frank M. 
Townsend. 


Landry, and 
from Associate to 


Two members of the Society resigned recently, 
Dr. Charles F. 
Antonio, Texas, 


San 
Lieu- 


Craig because of removal to 
and Dr. Esdras J. Lanois, 
(MC) U. S. Navy, who 
transferred to U. S. S. Holland, submarine tender 
on the West Coast. 


tenant Commander was 


It is with regret that we report the loss by death 
of two active members, Drs. Lionel L. Cazenavette 
and Albert S. Yenni. 


Drs. Henry B. Alsobrook, John T. Sanders and 
Earl C. Smith visited the Mayo Clinic and attended 
the Central Association of Gynecologists and Ob- 
stetricians at the tenth annual meeting in Minne- 
apolis, October 6-8. held for the 
attending members at the Mayo Foundation by Drs. 
Randall and Counseller. Dr. Thomas B. Sellers was 
elected vice-president for the coming year. 


Clinics were 


Drs. Walter J. Otis, William H. Perkins and 
Theodore A. Watters participated in the program 
of the Institute of Family Relations, October 6. 


Dr. John T. O’Ferrall attended the meeting of 
the Clinical Orthopedic Society in Nashville, Oc- 
tober 7, and Birmingham, October 8, and, on Octo- 
ber 13, read a paper before the East Mississippi 
Medical Society in Meridian. 


The following members attended the meeting of 


Jt 


the American Academy of Otolaryngology at Wash- 
ington, D. C., October 9-14: Drs. Cuthbert J. Brown, 
Wiley R. Buffington, William B. Clark, Val H. 
Fuchs, Mercer G. Lynch, Monte F. Meyer, George 
J. Taquino, William A. Wagner, E. Garland Walls. 
David R. Womack, and C. Spencer Wood. 


At the meeting of the Southern Psychiatric Asso- 
ciation in Atlanta, October 10-11, were Drs. L. L. 
Cazenavette, E. McC. Connely, L. A. Golden, W. J. 
Otis and H. R. Unsworth. Dr. C. S. 
installed as president. 


Holbrook was 


Dr. Neal Owens presented a paper at the meeting 
of the East Mississippi Medical Society, October 
12, at Meridian. 


Dr. T. A. Watters attended the meetings of the 
Central Neuropsychiatric Association at Minneapo- 
lis, and the Southern Psychiatric Association, Octo- 
ber 10, at Atlanta. 

Those attending the meeting of the American 
College of Surgeons in New York, October 17-21. 
were Drs. L. Sidney Charbonnet, Jr., Isidore Cohn. 
William H. Meade, Alton Charles B. 
Odom and Roy W. Wright. 


Ochsner, 


Dr. Georgianna von Langermann was one of the 
medical examiners of the entering students of the 
Mississippi State College for Women in Columbus. 





Dr. Dean Echols, 
Academy of Nerve Surgery, read a paper before 
their meeting, October 28-29, in Cincinnati, Ohio. 


President of the American 


TREASURER’S REPORT 


Actual book balance August 31, 1938: $3,990.57 
Credits: $ 143.59 
Total credits: $4,134.16 
Expenditures: 2 $ 388.57 


Actual book balance September 30, 1938 





LIBRARIAN’S REPORT 
During the vacation months, July-September, 166 
volumes have been added to the Library. Of these 
64 were received by gift, 2 by purchase, 39 by bind- 
ing and 61 New Orleans Medical 
Surgical Journal. A list of titles of 

accompanies this report. 
The Library has loaned to doctors, during these 
months, 2,307 volumes, or 


from the and 


recent date 


more than four to each 
member of the Society. In addition 671 volumes 
have been loaned to students, bringing the total 
circulation to 2,987. This is a twenty-five per cent 


increase over the same months for 1937, and is an 
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admirable showing for the summer season. 
On request of physicians, members of the staff 
have collected material for the following subjects: 
Cancer of the thyroid 
Thyroglossal cyst 
Congo red as a hemostatic agent 
Gastric acidity 
First aid in traffic accidents 
Symptoms and treatment of pin worm infestation 
Treatment of Trichomonas infection of the 
bladder 
Epistaxis 
Control and prevention of 
Aural vertigo 


tuberculosis 


Superphosphates 
Dementia praecox: 

prognosis 
Pellegrini-Stieda disease 
Metrazol 


treatment, statistics and 


Gastroscopy 

Emergency thyroidectomy 
Treatment of varicose veins 
Tonsillar and rheumatic fever 


During the summer plans for the extension of 
a package library service to the doctors outside of 
New Orleans have been formulated. Approximately 
2.000 return postal cards were mailed on Septem- 
ber 20 announcing the contemplated plan for an 
out-of-town membership in the Library. Within the 
ensuing ten days, 332 of the cards have been re- 
turned indicating a real interest in our project. 
Form letters, giving full details and applications 
for membership have been mailed to these doctors, 
and the signed applications with 
checks have started to come in. The Library staff 
build a subject file of re- 
prints, from 1930 to date, for use in this out-of-town 
service. Already 5,700 reprints are classified for 
immediate use in our file. Each month the best 
articles in current journals are being checked and 
cards asking for reprints of these chosen papers 
are mailed to the authors. Generous response is 
being made to these requests. It will readily be 
that, within a year or so, an invaluable 
collection in reprint form will be at hand for 
package library The utilization of reprints 
for out-of-town loan has the double advantage of 
keeping transportation cost at a minimum for the 
borrower and holding the bound volumes for the 
use of New Orleans physicians. 


accompanying 


has been working to 


seen 


use. 


Particular mention should be made of the gift 
library of our former President, Dr. Frederick L. 
Fenno, totalling some 620 volumes. The Society 
is very grateful to Mrs. Fenno, for her thoughtful- 
ness in placing Dr. Fenno’s books where they will 
be at the disposal of the entire medical community. 

NEW BOOKS 


Jones. Ernest: Papers on psychoanalysis, 1938. 
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Stitt, E. R.: Practical bacteriology, hematology 
and animal parasites, 1938. 


Henry, G. W.: Essentials of psychiatry, 1938. 

Bethea, O. W.: 1938. 

International Medical Annual, 1938. 

Kracke, R. R.: Textbook of clinical pathology, 
1938. 

A. M. A.: 


A. M. A.: Reprints of reports of the Council on 
Pharmacy and Chemistry, 1938. 


Materia medica, 


New and non official remedies, 1938. 


Rockefeller Foundation: Annual report, 1937. 

Stanton, A. T.: Melioidosis, 1932. 

Anigstein, Ludwik: Researches on 
phus, 1938. 

Stallybrass, 
1931. 

Association of Life-Insurance 
ceedings, 1936. 

American Association of Genito-urinary Surgeons 
transactions, 1932. 

Petersen, W. F.: 
4, 1937. 

A. M. A.: American Medical Directory, 1938. 

Mellon, R. R.: Sulfanilamide therapy of bacter- 
ial infections, 1938. 

McBride, E. D.: 

MeMurray, T. P.: 
1937. 

Bick, E. M.: Source book of orthopedics, 1937. 

Smith, N. R.: 
1937. 

Albee, F. H.: 
1937. 

Porter, Langley: 
and child, 1938. 

Pritchard, Eric: The infant, 1938. 

Underwood, E. A.: Manual of tuberculosis, 1938. 

Osgood, E. E.: Atlas of haematology, 1937. 

Berkeley, Sir Comyns: Diseases of women, 1938. 

Jensen, Julius: Heart in pregnancy, 1938. 

Sauerbruch, Ferdinand: Thoracic surgery, 

Bell, E. T.: Textbook of pathology, 1938. 

Galloway, R. W.: Anatomy and physiology of 
physical training, 1937. 

Eggleston, Cary: 
ing, 1937. 

Sears, W. G.: 
1937. 

Russell, J. L: 
illness, 1938. 

Sadler, W. S.: Psychiatric nursing, 1937. 

Matsner, E. M.: Technique of contraception, 
1938. 

Sandstrom, Ivar: On a new gland in man and 
several mammals, 1938. 

Dempster, J. H.: Medical writing, 1937. 

Cobb, Stanley: Preface to nervous disease, 1936. 


tropical ty- 
C. 0.: Principles of epidemiology, 
Presidents pro- 


Patient and the weather, vol. 


Crippled children, 1937. 

Practice of orthopedic surgery, 
Elements of orthopedic surgery, 
Injuries and diseases of the hip, 


Management of the sick infant 


1937. 


Essentials of prescription writ- 
Vade mecum of medical treatment, 


Occupational treatment of mental 
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Rice, C. O.: Injection treatment of hernia, 1937. 
Bloom, C. J.: Care 
warm climates, 1937. 


and feeding of babies in 
3ailey, Hamilton: 
Dublin, L. L.: 
ress, 1937. 
Chambers, J. S.: 
Martin, E.: 
tice, 1937. 
Jacoby, G. W.: 
1936. 
Brackenbury, Sir. H. B.: Patient and doctor, 1935. 
Fischer, M. H.: Christian R. Holmes, 1937. 
Schoute, D.: Occidental therapeutics in the 
Netherlands East Indies, 1937. 
Dutton, W. F.: Parenteral therapy, 1936. 
Froin, G.: Faisceau energetique et biologie, 1937. 
Lefanu, W. R.: British periodicals of medicine, 
1938. 
Dunham, G. C.: 
1931. 


Emergency surgery, 1938. 
Twenty-five years of health prog- 


1938. 
Dextrose therapy in everyday prac- 


Conquest of cholera, 


Physician, pastor and patient, 


Military preventive medicine, 
Osaka Imperial University: Collected papers from 
the taculty of medicine, 1937. 
A. M. A.: Congress on 
1938. 
A... 


1934, 1935. 


medical education pro- 


ceedings, 


House of Delegates proceedings, 1933, 


Argentina Congreso Nacional de Medicina: Actas 
y trabajos, 1931-32. 

+ EE Az 
1938. 


Quarterly cumulative index medicus, 


Southern 
1937. 

tockefeller Foundation: 
board annual report, 1937. 

U. S. Public Health 
the annual conference of the state and territorial 
health officers, 1938. 


Surgical Association: Transactions, 


health 


International 


Service: Transactions of 


Piney, A.: Clinical atlas of blood diseases, 1938. 
Davidson, W. C.: 
Red Cross: 
flood disaster of 1937. 
N. Y. State Medical Society: Medical Directory 
of New York, New Jersey and Connecticut, 1937. 


Compleat pediatrician, 1938. 


American Ohio-Mississippi valley 


Crile, George: 
sion, 1938. 


Surgical treatment of hyperten- 


San Francisco Public Health Department: Bac- 
teriology of specific communicable diseases, 1937. 
Dennison, C. P.: 1938. 


Civilization and disease, 


Jamieson, E. B.: Illustrations of 
nurses, 1938. 


. Gz 


anatomy for 


Rigler, 
1938. 


Outline of rceentgen diagnosis, 
Levine, Morris: 
Coward, K. H.: 

vitamins, 1938. 
McCulloch, E. C.: 

1938. 

Hardy, J. A.: Synopsis of diagnosis of 

surgical diseases of the abdomen, 1938. 


Practical otology, 1938. 
Biological standardization of 
Disinfection and sterilization, 
acute 
Anderson, M. E.: Cancer of the breast and cancer 
of the uterus, 1938. 
Anderson, C. G.: 
chemistry, 1938. 
Bluemel, C. S.: Troubled mind, 1938. 
McPheeters, H. O.: 
cose veins and hemorrhoids, 1938. 
Ligeros, K.: 


Introduction to bacteriological 


Injection treatment of vari- 


How ancient healing governs mod- 
ern therapeutics, 1937. 

Strecker, E. A.: 1938. 

Myers, J. A.: Tuberculosis among children and 
young adults, 1938. 

Cooper, E. A.: 


Alcchol—one man’s meat, 


Aids to biochemistry, 1938. 
Gilbert C. Anderson, M. D., 
Secretary 
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PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


District 
Second District 


Parish 
East Baton Rouge 
East and West Feliciana 
Orleans 


St. Tammany Second Thursday 


SECOND DISTRICT MEDICAL SOCIETY 
The Second District Medical Society held the 
regular monthly meeting at the Colonial Country 
Club, October 20, 1938, where the 
guests of Dr. A. V. Friedrichs. 


members were 
The meeting was 


Date 
Third Thursday in November 


Second Wednesday of every month 
First Wednesday in December 
Second and fourth Monday of every month 


Place 
Claytonia, near Norco. 


Date Place 
Baton Rouge. 

Clinton. 
New Orleans. 

in December Slidell. 


called to order by Dr. J. E. Clayton, president, with 
the following members present: Drs. Kopfler, 
Sharp, Friedrichs, Edrington, Clayton, L. T. Don- 
aldson, F. S. Herrin, J. S. Parker, Waguespack, and 


George. The guests were Drs. Roy Harrison, 








258 


Emmett Irwin, W. H. Harris and J. J. Ciolino. 

The minutes of the previous meeting were read 
and on motion of Dr. A. V. Friedrichs, seconded 
by L. T. Donaldson, accepted as read. A motion 
by Dr. J. S. Kopfler, was seconded by Dr. F. S. 
Herrin, that the following be sent to Dr. 
P. T. Talbot: 

“The Second District Medical Society wishes to 
call to your attention that Dr. Chester Fresh, of 
Jefferson Parish, now has his application before 
the Orleans Parish for membership in that or- 
ganization. Our Charter, and the By-laws of the 
State Medical Society say application for member- 
ship in the State Medical Society should come 
through our society. Whilé on the subject will say 
that several other men in Jefferson Parish have 
joined the Orleans Parish Medical Society since 
the organization of our Society. These men are 
Drs. Carroll Gelbke, Joseph J. Massony. P. P. La- 
Bruyere, and possibly others. 
your immediate attention.” 


letter 


Please give this 
All communications were read and accepted. On 
motion by Dr. L. A. Waguespack, seconded by Dr. 
Parker, the business meeting was adjourned. 
Dr. Emmett Irwin, guest speaker of 
ing, spoke on the acute abdomen. 


the even- 
The subject was 
a very interesting one, and brought forth much dis- 
cussion by the various members of the society. 

Following the meeting a most delicious dinner 
was served to the members and guests. 

The next meeting will be held at 
the beautiful home of Dr. 
co, on November 17, 1938. 

Fred S. 


FOURTH DISTRICT MEDICAL SOCIETY 

The semi-annual meeting of the Fouth District 
Medical Society was called to order October 4, 1938 
by Dr. M. D. following dinner at the 
Shreveport Hospital. The election of of- 
ficers for the forthcoming year was 
held. Dr. Sam Kerlin, of Shreveport, was elected 
President; Dr. V. W. Fletcher, of Ringgold, Vice- 
President; and Dr. N. J. Bender, of 


“Claytonia.”” 
J. E. Clayton, near Nor- 


Herrin, M. D., Sec. 


Hargrove 
Charity 
immediately 


Shreveport, 
Secretary. 
SCIENTIFIC PROGRAM 
Dr. J. H. Musser, Medicine at Tu- 
lane, discussed “Modern Serum Therapy of Pneu- 
monia.” 


Professor of 


He used slides to illustrate the incidence 
of pneumonia in the various states, to show the 
lowered mortality with the use of serum in the 
various types, and to show the necessity of early 
typing and the 
complete 


giving of serum before signs of 
present. The advant- 
ages of rabbit serum over horse serum were also 
Attention was called to the fact that 
entailed considerable expense, but 
it was shown that serum therapy of pneumonia was 
not any modern 


consolidation are 


brought out. 


serum therapy 


more expensive than our treat- 
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ment of acute appendicitis, in which the mortality 
rate is lower than in pneumonia. Dr. Musser’s 
very instructive presentation was discussed by 
Drs. T. P. Lloyd, J. E. Knighton, W. H. Browning 
and V. P. Blandino. 

Dr. Neal Owens, of Tulane University, presented 
the next subject on “The Operative Reconstruction 
of Facial Defects.” Dr. Owens’ excellent presenta- 
tion was illustrated with pictures showing the pa- 
tients before and after plastic work had been done. 
Included in his talk was the repair of defects about 
the eye, the nose, the ear, the cheek, the lips and 
palate, and the chin. Dr. Owens’ paper was dis- 
cussed by Drs. H. G. F. Edwards, O. C. 
T. Crebbin and C. H. Webb. 


N. Judson Bender, M. D., Sec. 
BI-PARISH MEDICAL SOCIETY 
The regular meeting of the Bi-Parish Medical 
Society was called to order on October 5, 1938, at 
the log cabin lodge of Dr. and Mrs. Silas L. Shaw. 
Dr. T. Spec Jones, of Baton Rouge, was guest 
speaker and presented an excellent paper on goiter. 
A vote of thanks was extended to Doctor Jones for 
his masterly handling of this important subject; 
also to Dr. and Mrs. Shaw for their hospitality. 


Rigby, J. 


The next meeting of the society will be held in 
Clinton, the first Wednesday in December at 7:30 
p. m. 

E. M. Toler, M. D., Sec. 


ST. TAMMANY PARISH MEDICAL SOCIETY 

A meeting of the St. Tammany Parish Medical 
Society was held at 8 p. m., September 22, 1938 at 
the Southern Hotel. Dr. F. F. Young presided and 
Dr. H. E. Gautreaux served as secretary, having 
been selected for this position upon the death of 
Doctor Bulloch, who served the society good and 
well for many years. A named, 
consisting of Drs. H. T. Gautreaux and Carl Young, 
to pass resolutions on the death of our late beloved 
member Doctor Bulloch and was instructed to for- 
ward them direct to the Journal for publication 
and send a copy to his widow. 

Committees from the Police Jury and _ the 
School Board appeared before the meeting to ascer- 
tain the views of the society on the establishment 
of a health unit in St. Tammany Parish. Dr. R. 
W. Todd, representing the Louisiana State Board 
ot Health, spoke in favor of the unit and ex- 
plained many points in reference to its operation. 
A resolution was passed unanimously 
the opening of a health unit in the parish, pro- 
vided it practiced strictly preventive medicine. 


committee was 


endorsing 


The next meeting of the society will be held at 
Slidell, the second Thursday in December, at which 
time election of year 1939 will 
take place. 


officers for the 


H. E. Gautreaux, M. D., Sec. 
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EAST BATON ROUGE PARISH MEDICAL 
SOCIETY 

A regular meeting of the East Baton Rouge 
Parish Medical Society was called to order on 
October 10, 1938. The meeting was held two days 
in advance of the scheduled time so that the mem- 
bers of the society might have the opportunity jo 
hear Dr. Harry Aldridge of Boston, Massachusetts. 
Doctor Aldridge presented an excellent paper en- 
titled “The Modern Treatment of Burns” which 
was exceedingly well received. 

The next meeting will be held in Baton Rouge, 
the second Wednesday in November. 


U. S. Hargrove, M. D., Sec. 





NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 

The Third Annual New Orleans Graduate Medi- 
cal Assembly will be held February 6-9, at the 
Roosevelt Hotel. The entire program consists of 
a well-rounded list of activities and is planned 
primarily for those who wish a short, intensive 
refresher course. Each day a variety of interest- 
ing and helpful material will be presented. 

In keeping with the established policy, eighteen 
guest speakers have been carefully selected be- 
cause of their actual experience and their ability 
to present their subjects. Dr. Paul Henry Ringer 
of North Carolina, former President of the National 
Tuberculosis Association, will speak on “The Type 
of Tuberculous Lung Disease Suitable for Collapse 
Therapy.” This subject should be of particular 
interest because of divergent views at the present 
time concerning the indications for this very im- 
pertant mode of therapy. Dr. Ringer will also 
speak on “Non-tuberculous, Subacute and Chronic 
Lung Disease,” which is constantly assuming a 
more important position in medicine. 

Dr. Franklin G. Ebaugh, Director of Colorado 
Psychopathic Hospital and Professor of Psychiatry, 
University of Colorado Medical School, has recently 
organized the Hawaii Mental Health Clinic. The 
subjects he will present will be of great value and 
interest to the profession in general, namely, “The 
Psychoneuroses in the General Practice of Medi- 
cine” and “The Contributions of Psychiatry as a 
Fundamental Phase of General Medicine.” 

The Section on Surgery is fortunate, indeed, in 
having such outstanding men as Dr. Charles Gor- 
don Heyd, Professor of Clinical Surgery, New York 
Post-Graduate Medical School, Columbia University 
and last year’s President of the American Medical 
Association, and Dr. Isidore Schwaner Ravdin, 
Harrison Professor of Surgery and Director of the 
Harrison Department of Surgical Research, Uni- 
versity of Pennsylvania. Dr. Heyd will talk about 
“Morbidity and Mortality Factors in Gallbladder 
Disease” and “The Indications for Surgery in Gas- 
troduodenal Ulceration.” The subjects of Dr. Rav- 
din’s addresses are “Diseases of the Extrahepatic 


Bile Passages” and “Problems of Pre- and Postoper- 
ative Treatment.” 


Due to a lack of space the subjects of the other 
speakers will be published in subsequent announce- 
ments. The registrants will be particularly fortu- 
nate in having a wide range of medical ideas pre- 
sented by the country’s outstanding exponents of 
medical science. 

SOUTHERN MEDICAL ASSOCIATION 
NOVEMBER 15-18, 1938 

Fifty years ago those pioneers who _ traveled 
across the verdant prairies of Oklahoma found a 
spot of land in the heart of that territory which 
looked so inviting that they returned home and im- 
plored their representatives in Congress to open it 
up for settlement. After much political agitation 
and futile attempts of “boomers” to move in with- 
out authority, a decree was finally passed permit- 
ting white settlers to enter this territory and de- 
velop it, beginning in 1889. On April twenty- 
second of that year they were allowed to line up 
at the boundaries surrounding the unassigned lands 
of Oklahoma and exactly at noon a pistol was fired, 
permitting them to start running,—a race which 
has gone down in history as one of the colorful 
events in the record of American civilization. The 
race went to the swift, and in order of arrival each 
man was permitted to choose the spot which he 
desired to claim as his own. Out of this historic 
contest was born Oklahoma City, which today is 
as modern and beautiful a city as can be found 
in America, proudly presenting public buildings, 
streets, parks, schools, and other advantages sec- 
ond to none. 

Eighteen miles to the south lies beautiful Nor- 
man, in which is located the State University. Only 
one other institution in the Southwest is compar- 
able to it in size and quality of work, and it an- 
nually enrolls many thousands of students from 
all over this part of the United States. Its degrees 
are accepted everywhere, and its students are mak- 
ing good in all walks of life in every part of the 
earth. The Medical Department of the University 
is located in Oklahoma City, comprising a four 
story medical school building, University Hospital, 
Crippled Children’s Hospital, a Dispensary and 
Nurses’ Home, occupying approximately two blocks 
of ground. There are more than eight hundred 
hospital beds, and the Dispensary daily serves three 
to four hundred patients. The faculty of the 
school includes more than one hundred of the 
leading physicians and surgeons of Oklahoma City, 
and its graduates are recognized as capable men 
wherever they go. 

Make up your mind to come to this meeting of 
the Southern Medical Association on November 
15-18. You will find not only southern hospitality 
but you will find western frankness and friendli- 
ness. You will meet your friends from all over 
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the South, and you will get the spirit of the West, 
as well as enjoy an outing which you have seldom 
been privileged to enjoy before. There will be 
alumni banquets for the graduates of every school 
of any size or prominence, and you will probably 
run across friends whom you have not seen for 
twenty or thirty years. The attendance for this 
meeting bids fair to break all records, and you can- 
not afford to miss it. We will be looking for you 
with open hearts and outstretched hands. 


The Oklahoma County Medical Society. 


INTERNATIONAL CONGRESS OF MILITARY 
MEDICINE 

The forthcoming International Congress of Mili- 
tary Medicine and Pharmacy will be held in Wash- 
ington, May 7-15, 1939. Invitations to participate 
have been sent to every country by the President 
of the United States and already acceptances have 
been received from several countries. A full 
scientific and social program has been arranged 
and shortly will be mailed to all the countries to 
A large registration 
is hoped for and every effort will be made by the 
committee in charge to make the Congress an at- 
tractive one to those participating. General Charles 
R. Reynolds, the Surgeon General of the United 
States Army, will be the President of the Congress. 
Registration is open to all officers of the medical 
services of the Army, Navy, Air and Colonial serv- 
ices, National Guard, territorial forces and public 
health service, whether active or reserve. 

Colonel Harold W. Jones of the Army Medical 
Corps is Secretary General. The secretarial office 
is at the Army Medical Library, Washington, D. C. 


which invitations were sent. 


COUNCIL ON PHYSICAL THERAPY OF THE 
AMERICAN MEDICAL ASSOCIATION 

This Council has published a booklet in which 
are listed and described the articles that have been 
accepted by the Council. The pamphlet contains 
information on such apparatus as air filters, fever 
therapy equipment, hearing aids, metabolism 
testers, oxygen therapy apparatus and diathermy. 
Information about the various apparatus used in 
physical therapy is based in part on the evidence 
supplied by the manufacturers and in part on the 
investigation made by the Council. 3ecause the 
article is accepted by the Council, it does not neces- 
sarily imply that the article is recommended; it 
advises rather that the maker of the article has 
complied with the rules adopted by the Council. 
However, rules of the Council are strict and the 
practitioner desirous of buying some apparatus 
will do well to look over this pamphlet before 
purchasing. 


DIAGNOSIS OF SYPHILIS 
Under this title, the United States 
Health Service has put out an extremely well 


Public 


worth-while booklet on the diagnosis of syphilis. It 
has been prepared by Doctor Moore of the Syphilis 
Division of the Medical Clinic of Johns Hopkins 
lospital, and, like all of Doctor Moore’s writings, 
it is succinct, authoritative and to a certain extent 
dogmatic. The pamphlet is well worth the ten 
cents that must be sent to the Superintendent of 
Documents, Washington, D. C., in order to obtain 
a copy. 
TWO BIRDS WITH ONE STONE 

Doctor Bauer, Director of the Bureau of Health 
and Public Instruction of the American Medical 
Association, has sent to the Journal reprints ex- 
plaining the so-called Indiana plan of performing 
public health services in doctors’ offices. The 
House of Delegates at the San Francisco meeting 
instructed the Bureau to publicize the plan and 
call it to the attention of the secretaries of the con- 
stituent societies. Copies have been sent to the 
secretaries of the district and parish _ societies. 
Extra pamphlets are available for any member of 
the society who wishes to familiarize himself with 
the plan. 


ACADEMY OF PHYSICAL MEDICINE 

The sixteenth annual meeting of the Academy 
of Physical Medicine will be held October 24-26, 
1938 at the Willard Hotel in Washington, D. C. 
An excellent program has been arranged of scienti- 
fic papers, demonstrations and exhibitis. An at- 
tractive social program has been set up for the 
visiting ladies. 

Dr. George W. McCoy, Professor of Preventive 
Medicine and Public Health at Louisiana State Uni- 
versity, took part in the Duke University Sympo- 
sium on Medical Problems. Doctor McCoy discussed 
the cause and cure of leprosy, which, he said, still 
remain a mystery. 





HOLBROOK ELECTED 
Dr. C. S. Holbrook was elected President of the 
Scuthern Psychiatric Association at the meeting 
which was held in Atlanta early in October. 


Dr. Ambrose H. Storck was elected Chairman of 
the Surgical Staff of the Charity Hospital of Loui- 
siana at New Orleans. 


The Flint-Goodridge Hospital of Dillard Uni- 
versity has arranged for a course on the diagnosis 
and treatment of tuberculosis under Dr. Sydney 
Jacobs and one on the diagnosis and management 
of syphilis under Dr. B. J. DeLaureal. 

THE PAN-PACIFIC SURGICAL ASSOCIATION 

The congress will be held in Honolulu, Septem- 
ber 15-28, 1939. This will be the third meeting 
since the establishment of the organization in 1929. 





_ ae 
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Surgeons from the Pacific area will be in attend- 
ance. The usual sessions will be provided, the 
chairmen of which are prominent men in the 
Australasian section. For further information write 
Dr. Forrest J. Pinkerton, Secretary-Treasurer of 
the Association, Young Building, Honolulu, Hawaii. 

The Tri-State Medical Society met in Texarkana, 
October 26-27, 1938. Amongst others who appeared 
ou the pregram were Dr. O. W. Bethea and Dr. 
E. L. King, of New Orleans. 

. 
FARM SECURITY ADMINISTRATION IN CON- 
JUNCTION WITH THE MEDICAL PROFESSION 

It is interesting to note that in North and South 
Dakota state wide programs for the care of the 
eligible low-income families will go into effect No- 
vember first. Two dollars a month will be loaned 
to each family for medical care. 

In the same bulletin from the United States De- 
partment of Agriculture, we see that “county wide 
plans are now in operation in 56 of Arkansas’ 75 
counties; in 13 counties in Missouri; 12 counties 
in Mississippi; 9 in Texas; 5 in Alabama, Georgia, 
end Ohio; 4 in Tennessee; 3 in Indiana and Okla- 
homa, and 2 in Iowa. Agreements have been 
reached with state medical associations in North 
Carolina, Wisconsin, Utah, New Mexico and Colo- 
rado. Plans are underway to approach local medi- 
cal associations in those states.” 

To help busy physicians answer questions about 
nursing care, the Nursing Information Bureau of 
the American Nurses’ Association has prepared two 
folders called ““‘Wanted, A Real Nurse, an R. N.” and 
“Safe Nursing Care and Where to Ask For It.” 
They discuss briefly the significance of the term 
“Registered Nurse” and suggest how to secure the 
type of nursing service which may be needed. 
Physicians may secure copies of tne folders from 
the Nursing Information Bureau, 50 West 50th 
Street, New York City. 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O'Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain the 
following summarized information: For the week 
ending September 17, the thirty-seventh week of 
the year, syphilis, as usual, led all other reported 
diseases with 182 cases listed. Other diseases that 
occurred in frequency greater than ten included 56 
cases of pulmonary tuberculosis, 37 of cancer, 29 
of pneumonia, 17 of measles, 15 of malaria, 14 of 
gonorrhea. and 10 each of typhoid fever and whoop- 
ing cough. The typhoid fever cases were reported 
from throughout the state, widely scattered. A 
patient with typhus fever was observed in Calcasieu 
and one in Jefferson Davis Parish. For the next 
week, which came to a close September 24, there 


were listed 374 cases of syphilis, 40 of gonorrhea, 
38 of pulmonary tuberculosis, 33 of cancer, 26 of 
whooping cough, 21 of pneumonia, 16 of diphtheria, 
12 of typhoid fever and 11 of measles. Another 
case of typhus fever was reported from Calcasieu. 
The typhoid fever cases were again distributed 
widely throughout the state. For the thirty-ninth 
week, which terminated the first of the month, 
there were listed 130 cases of syphilis, 43 of cancer, 
42 of pulmonary tuberculosis, 36 of pneumonia, 32 
of malaria, 22 of measles, 20 of typhoid fever, 19 
of gonorrhea, and 14 of diphtheria. gain the 
typhoid fever cases were endemic rather than 
epidemic throughout the state. Jefferson Davis 
reported a case of typhus fever. For the fortieth 
week of the year, which closed October 8, there 
were listed 217 cases of syphilis, 44 of cancer, 33 
of pulmonary tuberculosis, 27 of pneumonia, 20 
of diphtheria, 19 of whooping cough, 18 of malaria 
and 12 each of scarlet fever and typhoid fever. The 
only unusual disease reported this week was one 
case of tularemia. For the past month, the five 
year average in cases of syphilis has been way 
lower than the reports in this period of time. It 
should be noted, also, that the five year average, 
for example, of cancer has been exceeded very 
markedly. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of the 
Census, reports that for the week ending Septem- 
ber 10, there were 121 deaths in the City of New 
Orleans, divided 67 white and 54 negro. Thirteen 
of these deaths occurred in children under one 
year of age. This is an exceptionally small num- 
ber of deaths and contrasts most favorably with 
167 deaths that occurred the week previous. The 
next week, the number of deaths was still relative- 
ly low, with 83 white people dying and 71 negro, 
totalling 154. Nineteen were in children under one 
year of age. There was a slight increase in the 
tetal number of 159 deaths as contrasted with the 
previous week. For this week, ending September 
24, there occurred 92 white deaths and 67 negro, 
and of these divisions 19 were in children under 
one year of age. For three weeks there was a 
remarkable consistency in the total number of 
deaths occurring in New Orleans, 154, 159, and now 
156 for the week ending October first. The white 
deaths totalled 88 and the negro 68; the infant 
deaths totalled 20. 


A LETTER FROM THE INTERN CORPS OF THE 
CHARITY HOSPITAL 
1430 Tulane Ave., 
New Orleans, La. 
Dear Doctor: 
When tle new Charity Hospital of Louisiana is 
formally opened early in 1939, there still will be 
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associated with it three persons who have been 
associated with it for well over half a century 
each, and whose personalities and professional at- 
tainments have played an important part in the de- 
velopment of the present institution. 


So well known and so widely loved are these 
three that it is almost unnecessary to name them. 
One of them is Sister Stanislaus, Director of Nurs- 
ing. Another is Dr. Rudolph Matas, Consultant on 
the Surgical Staff, who has been the recipient of 
almost every honor American and international 
medicine could give him. The third is Dr. George 
S. Bel, Consultant on the Medical Staff and Di- 
rector of the Hospital since 1936. To these three, 
—nurse, surgeon, and internist and administrator, 
—is due a great debt of gratitude from the thou- 
sands of students, associates and friends whose 
lives they have influenced in ways that are as pro- 
found as they are immeasurable. 

There has been a very general feeling that these 
three individuals should receive some mark of com- 
memoration in the new hospital which is now 
nearing completion on the site of the old hospital, 
and an equally general feeling that the tribute 
should be open to many persons rather than limited 
to a few. 

For those reasons a movement has been set on 
foot by the present Intern Corps of Charity Hos- 
pital to procure portraits of Sister Stanislaus, Dr. 
Bel and Dr. Matas, to be, hung in the new hospital, 
in grateful appreciation of their long years of 
faithful and fruitful service in the old hospital. 

You may contribute any sum up to a dollar, but 
contributions beyond that amount are not desired 
because, as we have said, the feeling is general 
that this should be a tribute from many and not 
from a few. We hope that we shall have the 
money in hand not later than November 14, 1938, 
so that the portraits will be ready for hanging 
when the new hospital is formally opened early in 
1939. Send your contribution to the above ad- 
dress, in care of Dr. Shirley C. Lyons, President 
of The Orleans Parish Medical Society, or hand it 
to any member of the committee. 

No follow-up letters will be sent. This is your 
only opportunity to express by this means your 
personal appreciation of these three persons who 
are outstanding representatives of the profession 
tu which you also are devoting your life. 

Shirley C. Lyons, M. D. 
Hardee Bethea, M. D. 


Homer Dupuy, M. D. 
For the Committee. 


| RNR 
LIONEL LOUIS CAZENAVETTE 
(1874-1938) 
Dr. Cazenavette died suddenly in the morning 


of October fifteenth. He had not complained of 
being sick and it was only an hour or two before 
his death that he had any premonitory evidence of 
the catastrophe which was to befall him. His death 
was due apparently to coronary occlusion. Dr. 
Cazenavette was a graduate of Tulane University, 
Class of 1897. A short time after his graduation, 
he took up his specialty and became affiliated with 
the school as a teacher, ultimately becoming Pro- 
fessor of Neurology and Psychiatry. He was well 
known to a large group of students. A keen neu- 
rologist, an able clinician and a student of his 
specialty, Dr. Cazenavette was one of the _ best 
known neurologists in the South. His knowledge 
of the neurologic expressions of leprosy was prob- 
ably greater than that of any man living. For 
many years consultant at Carville, he regularly 
made trips there twice each month. A true gen- 
tleman of the old school, polite and courteous al- 
ways, Dr. Cazenavette leaves behind him a host 
of friends and innumerable grateful patients. 


LOUIS ANTHONY MERAUX 
(1881-1938) 


Dr. Meraux died October 6, 1938, aged fifty- 
seven years old, in New Orleans after a sickness 
of six weeks. Dr. Meraux was one of the best 
known medical men in the state, known not only 
on account of his medical skill, but also because 
of his many talents. Doctor Meraux was an out- 
standing political figure as sheriff of St. Bernard 
Parish. Through his friendship and love of his 
fellow men, whom he helped and for whom he was 
always willing to make sacrifices, he could have 
held every position in St. Bernard Parish that he 
wished to occupy, so great was the admiration and 
respect of his friends in the parish. For thirty 
years, he was the parish health officer. He was 
physician for the American Sugar Refinery, a di- 
rector of the Whitney National Bank, and the 
owner of one of the largest citrus fruit orchards 
in the state. 


JOSEPH ALPHONSE SAMPITE 
(1879-1938 ) 


Dr. Sampite, of Cloutierville, died at the age 
of fifty-nine at Hotel Dieu, October 11, 1938. He 
is survived by his wife and eleven children. Doc- 
tor Sampite practiced in Cloutierville for thirty- 
seven years. For seventeen years, he has been 
a member of the Natchitoches Parish School 
Board, and, when he died, was holding the posi- 
tion of vice-president of the board. 
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WOMAN’S AUXILIARY 
Louisiana State Medical Society 


President—Mrs. Frederick G. Ellis, Shreveport. 


President-elect—Mrs. S. M. Blackshear, New 
Orleans. 

First Vice-President—Mrs. C. A. Martin, Welsh. 
Second Vice-President—Mrs. A. G. McHenry, 
Monroe. 

Third Vice-President—Mrs. D. C. McBride, Alex- 
andria. 


Fourth Vice-President—Mrs. A. F. Hebert, New 
Orleans. 

Treasurer—Mrs. O. C. Rigby, Shreveport. 

Recording Secretary—Mrs. D. T. Milam, Monroe. 

Parliamentarian—Mrs. A. A. Herold, Shreveport. 

Corresponding Secretary—Mrs. C. B. Erickson, 
Shreveport. 


Historian—Mrs. W. P. Gardiner, New Orleans. 


The following quotation is from the inaugural 
address of Mrs. Charles C. Tomlinson, President of 
the Woman’s Auxiliary to the American Medical 
Association: 

“The American Medical Association has always 
stood for, and I am confident will always stand 
for, a system of medical practice which will best 
serve Americans. It is our duty as the Auxiliary 
to this great Association to aid in a valiant man- 
ner the upholding of its wholesome principles and 
te resist, with all our strength, the influence of 
selfish and uninformed groups who seek to mold 
public opinion. Though we are in our youth as an 
organization, and find ourselves in a world of tur- 
moil in which unprecedented trends rock the very 
foundations of established institutions, let us not 
become bewildered. Let us remember that merical 
science has weathered the storms of countless po- 
litical and social upheavals. It has outlived kings 
and dictators, monarchies, 
and totalitarian states. 
superstition, 


democracies 
It has survived prejudice, 
and persecution. Like life _ itself, 
which is its chief preoccupation, it is indestruct- 
ible. Today, medicine is under the close scrutiny 
of the There is 
benevolence and glory. The 
economic one. 


emperors, 


economists. no criticism of its 


issue is purely an 
“I know of no greater service which this body 
can render than to release the truth about medi- 
cine and medical practice, and it is logical to as- 
sume, that, in order to inform others, we ourselves 
Must possess the information which we attempt to 
disseminate. To me, this is our first essential to 
an effective program. It is only through factual 
knowledge gained by the public that the calamity 
of bureaucratic control may be averted.” 

Mrs. Henry Raile, Chairman, Public Relations in 
the National Auxiliary, says: 
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“The blazing spotlight so rudely turned upon the 
medical profession has left us all blinking. The 
question of just what one should do under such 
circumstances confronts us with alarming and @dis- 
arming suddenness. We cannot run away from it, 
we cannot shout disapproval, we are powerless to 
shift its focus. Only one alternative remains: We 
must endure scrutiny unflinchingly, accept it with 
poise in manner befitting the dignified ladies and 
gentlemen we aim to be. 

“Our every word and act has recently taken on 
new significance. Each Auxiliary member, with 
or without individual consent, has become an ac: 
tive unit in public relations, and of necessity 
must deport herself in all public contacts in a 
manner complimentary to the organization. Con- 
sequently before we can outline public relations, 
or courtesy contacts with others, we must turn eyes 
upon ourselves to see that we are fit emissaries for 
the profession. 

“During 1938-1939 concerted effort should be di- 
rected toward making doctors’ wives better in- 
formed, more tactful toward promoting friendly 
intermingling among county auxiliaries and in- 
creasing the state auxiliaries’ usefulness to the na- 
tional association. In other words, county auxili- 
aries during this precarious year should direct 
much effort toward the improvement and the bene- 
ficial relationships of their own members in order 
that they may function to better advantage in all 
that they may undertake in the field of public re- 
lations.” 

Dr. Irvin Abell, President of the American Medi- 
cal Association, speaking at the 
San Francisco charged Auxiliary 
“responsibility of educating themselves and then 
others on medical problems and achievements.” 
Therefore, beginning with self-education, a series 
of practical Auxiliary meetings is proposed—mect- 
ings held for the purpose of seeing ourselves as 
others see us and profiting accordingly. 


convention in 
members with 


It is hoped to make such meetings thoroughly 
informal but social, accomplishing the 
Auxiliary’s first big purpose of having its members 
know and enjoy each other. While a means of 
promoting public relations within the group, these 
meetings by being subtly educational should be a 
preparation for future public relations of wider 
scope. 

Mrs. V. E. Holcombe, Chairman of the Program 
Committee for the national organization makes 
these suggestions for program building: 


very 


“The physician’s wife should be familiar with 
and conversant on the subject of socialized medi- 
cine. Pamphlets on this subject may be secured 
from the Bureau of Medical Economics of the 
American Medical Association, 535 North Dear- 
born Street, Chicago, Illinois. Let me urge every 
doctor’s wife and member of the Auxiliary to pro- 
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cure her husband’s copies of The Journal of the 
Medical Association for July 30, and 
1938. These contain reports of the 
proceedings of the National Health Conference, 
also, an editorial commenting thereon. Socialized 
medicine is a vital subject upon which members 
of the Auxiliary should be informed since it will 
discussed in women’s clubs and in 
The definition of socialized medi- 
Britannica’s 1938 Book of the 


American 
August 30, 


certainly be 
other meetings. 
cine is given in 
Year, page 606. 
“A suggested outline for special study groups or 


for use on regular monthly programs is as fol- 
lows: 

1. Washington Health Conference. 

2. Confidence in Your Physician. 

3. Is Medicine to be Socialized? 

4. Who Chooses Your Doctor? 

5. Economics and the Ethics of Medicine. 

6. Rural Medical Service. Cooperatives and 

Medical Service. 
7. Organization of Medical Services. 
8. Medical Service Plans. 


9. Questions and Answers. (Medical Economics) 

“Packets containing leaflets on these subjects 
may be obtained upon request from Dr. R. G. Le- 
land, Director of Bureau of Medical Econowics, 
535 North Dearborn Street, Chicago, Illinois. 

“Any one of the following books will prove in- 
teresting and entertaining for reviewing: 

Pasteur: Knight of the Laboratory by Francis 
E. Benz. Dodd, Mead & Company, New York, 1938. 
$2.00. 


Fearfully and Wonderfully Made by Renée Van 


Eulenburg-Wiener. Macmillan Company, New 
York, 1938. $3.00. 
Behind the Night Bell by F. G. Layton. Faber & 


Faber, London, 1938. $3.50. 

Fifty Years a Country Doctor by William N. 
Macartney. E. P. Dutton & Company, New York, 
1938. $3.00. 

Medical Magic by David Dietz. 
Company, New York, 1938. $3.00. 

The Truth about Childbirth by Anthony M. Ludo- 
vici. E. P. Dutton & Company, New York, 1938. 


$95 
92.00. 


Dodd, Mead & 


Scapel and Sword by Sir James Elliott. Pub- 
lished in Austria, 1936. 7s. 6d. 


Florence Nightingale, the Woman and the Le- 


gend by Margaret Goldsmith. London, 1937. 15s 
6d. 

Out of Africa by F. G. Carnochan and H. D. 
Adamson. Cassell, London, 1936. 10s. 6d.” 


OUACHITA PARISH 
Mrs. Clifford U. Johnson, of Monroe, is presi- 
dent of the Ouachita Auxiliary. At her first ex- 


ecutive board meeting she invited the officers and 


chairmen from last year to meet with the new 
board. They discussed together work that had 


been accomplished and learned what was expected 
of them this year, as Mrs. Johnson said, “to avoid 
confusion or delay in 


any carrying 


on the year’s work.” 


unnecessary 


The Ouachita year book is beautifully done and 
presents for the year a most intriguing program, 
The meet for lunch at the Lotus Club 
and have a program later, presenting their own 
members, as well as other distinguished speakers, 


members 


The following outline gives an 
with 


ai these meetings. 
idea of the “plain thinking” they combine 
their “high living” in Monroe. 

Relation of the Auxiliary to the Parish Medical 
Society: Dr. M. Hunter. 
Office, Mrs. H. 


Hygeia in School and Home: 


Coon, 
Madame Curie: Mrs. J. P. Brown. 
Article from Hygeia: Mrs. D. T. Milam 
“Bring Your Husband” Luncheon. 
Women in Science and Medicine: Mrs. C. P. Gray. 
Article from Hygeia: Mrs. R. W. O’Donnell. 
Correct Application of First Aid to Injured: Mr. 
Ek. C. Gibson. 
Article from Hygeia: 
Doctors’ Day Program. 
Cancer Control: Mrs. A. D. Tisdale. 
Address on Blindness: Dr. P. L. Perot. 
Address: Mrs. King Hunt, President, P. T. A. 
Council. 


Mrs. H. Rogers. 


Nurses as Honor Guests. 
Annual Meeting. 


The Ouachita Auxiliary will entertain at tea 
during the meeting of the Louisiana State Nurses 
Association in November. 


Dr. and Mrs. J. L. Peters have announced the 
engagement and approaching marriage of their 
daughter, Sadye Lou. 


Mrs. Morgan Simonton is a new member of the 
Auxiliary. 


Dr. and Mrs. A. B. Gregory are receiving con- 
gratulations on the arrival of their first grand- 
child. 

Mrs. R. W. O’Donnell, 
Press and Publicity Chairman. 


CALCASIEU PARISH 
OFFICERS 
President: Mrs. Walter Moss, 511 Hodges St. 
President-elect—Mrs. W. P. Bordelon, 1516 Kirk- 
man St. 
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First Vice-President: Mrs. Robert Marshall, 
Sulphur. 

Second Vice-President: Mrs. Louis Hebert, 8135 
Pujo St. 

Secretary: Mrs. J: Y. Garber, 213 Park Ave. 

Corresponding Secretary: Mrs. J. A. Crawford, 
1015 Pujo St. 


We regret that Dr. and Mrs. Bennett Sewell are 
moving to Boyce, La. Mrs. Sewell was our treas- 
urer for the coming year. 


We are delighted to announce the arrival in our 
midst of Dr. and Mrs. G. E. Barham, who moved 
here from Seward, Alaska. Dr. Barham has 
joined Dr. C. V. Hatchette in general practice. 


Dr. and Mrs. C. V. Hatchette announce the ar- 
rival of a third child, this time a son, James Ben- 
ton Hatchette, III. 

The Junior Welfare League of Lake Charles 
presented a Musical Revue on October 5 and 6. It 
was a great financial success and the members of 
the Auxiliary who took part in it were: 

Mrs. Ben Goldsmith, Ticket Chairman. 

Mrs. Robert Howell, Ticket Committee. 

Mrs. S. F. Hatchette, Usher Committee. 

Mrs. Walter Moss, Costume Committee. 

Mrs. G. E. Barham, Mrs. T. C. Moody, Mrs. Wal- 
ter Moss, Mrs. J. Y. Garber took part in the Revue 
itself. Dr. T. C. Moody also took an active part 
in the Revue. 

Mrs. John Di Giglia, 
Press and Publicity Chairman. 


CADDO PARISH 
The Shreveport Auxiliary honored Mrs. Frederick 
G. Ellis, President of the Louisiana State Woman’s 
Auxiliary at a formal tea in October in the home 
of Dr. and Mrs. Broox C. Garrett. In response to 
the tribute paid her by Mrs. C. E. Rew, president 
of the Shreveport group, Mrs. Ellis spoke briefly 


but with high inspiration of the work of the Auxil- 
iary, urging the serious study of current trends in 
medical economics, and the intelligent use of 
“Hygeia” in getting information. 

Mrs. A. A. Herold, National Chairman of Legis- 
lation, gave a report of the A. M. A. meeting. She 
was most forceful in urging study groups in the 
Auxiliary. 

Mrs. T. B. Langford read Sir James Barvie’s 
“The Twelve Pound Look.” 

The Shreveport year book was compiled by a 
committee working with Mrs. E. L. Gill as chai:- 
man. A brief synopsis of programs for this vear 
follows: 


~ 


Tea honoring Mrs. F. G. Ellis, State President; 
play reading; lecture—‘Peace and Conscription”; 
current events in medicine; Christmas dinner 
party honoring husbands of members; gardening— 
by the Lady with the Hoe; flower arrangement; 
St. Valentine’s musicale; pageant of medicine; lec- 
ture on hobbies by Mrs. E. L. Gill; hobby show 
by members; medical current events; annual gar- 
den party during iris time in the garden of Dr. 
and Mrs. J. L. Scales. 

The principal project of the Auxiliary is spon- 
soring the education of the children in the Pines 
Preventorium for tuberculous children. The Auxil- 
iary obtains funds for the work by the tuberculc- 
sis seal sale at Christmas in the parish schools 

Other projects carried on by the Shreveport 
group are Hygeia, Doctors’ Day, Southern Medical 
History, Periodic Health Examination, and a Fund 
to Aid Indigent Physicians. For several years the 
public relations chairmen have conducted study 
groups in parliamentary law. This year the chair- 
man, Mrs. M. S. Le Doux, will also sponsor a study 
groups in socialized medicine and related problems. 

Mrs. R. L. Simmons, 
Press and Publicity Chairman. 





Respectfully submitted, 


Mrs. Pobert T. Lucas, 
Press and Publicity Chairman, 





BOOK 


Thoracic Surgery: By Ferdinand Sauerbruch and 
Laurence O’Shaughnessy. Baltimore, William 
Wood & Company, 1937. Pp. 394. Price $13.50. 

This is a new and abridged English edition of the 
classic “Die Chirurgie Der Burstorgane,” which 
first appeared in 1918. The volume considers all 
aspects of thoracic surgery including surgery of 
the chest wall and lung, surgical treatment of pul- 
monary tuberculosis, surgery of the heart and ves- 
sels of the mediastinum, surgery of the thymus, eso- 
phagus, and diaphragm, with an appendix on the 


REVIEWS 


surgical treatment of cardiac ischemia by omental 
grafts. 

The text, which is written in a style not at all 
indicative of its German origin, is clear and fluent. 
After discussion on the various surgical conditions, 
brief significant case histories are given as ex- 
amples. There are 215 illustrations and 15 colored 
pilates, which, incidentally, are much more artistic 
and demonstrative than illustrations usually found 
in medical texts. The roentgenograms are in each 
instance perfectly clear and obviously show what 
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they are intended to demonstrate. The photography 
is excellent. 

This volume is undoubtedly one of the classics in 
surgical literature and on this subject has but one 
compeer in the English language, two volumes re- 
cently published on collapse therapy in pulmonary 
tuberculosis. So rapid is the advance in chest sur- 
gery that in this very authoritative source we find 
obsolescence; for example, the authors state that 
“despite a trial of more recent anesthetic agents... 
ether has remained the anesthetic of choice. Gas 
and oxygen anesthesia is never employed 
Anesthesia is continued with oxygen and ether 
given by positive pressure apparatus.” One won- 
ders whether the reason for this choice is not the 
same as that which grounded the zeppelins, namely, 
that gas anesthesia may be almost as difficult to 
obtain in Germany as helium. 

Again the chapters on collapse therapy, particu- 
larly dealing with thoracoplasty, can now be re- 
written in the light of advances made in the last 
few years. The Semb operation is not mentioned 
and this has been so revolutionary in changing the 
indications for extensive thoracoplasty that in that 
light one would have to modify information de- 
rived from that chapter. 

The authors still mention thymectomy in Graves’ 
disease. Long ago attacked as the etiologic basis 
of the disease, the thymus really has been proved 
of secondary importance, which the authors recog- 
nize. They state though, “that in the first place a 
large thymus produces respiratory distress and 
should be at least in part removed. Thyroidec- 
tomy is also indicated when the general symptoms 
of Graves’ disease are present without enlargement 
of the thyroid and in those cases in which partial 
thyroidectomy has failed to relieve.” There is no 
evidence to substantiate such statements. 

Any surgeon operating on lesions of the chest 
should not only have this volume but should read 
it in part or in full. It is an outstanding work and 
it is a pleasure to see so much authoritative in- 
formation efficiently displayed in this relatively 
brief one volume edition. 

Howarp R. Manorner, M. D. 


The Occupational Treatment of Mental Illness: By 
John Ivison Russell, M. D., Ch. B., F. R. F. P. S. 
(Glas.), D. P. M. Baltimore, William Wood 
and Company, 1938. Pp. 231. Price, $2.50. 

This is an excellent book which should be of 
much value to the psychiatrist as well as to the 
occupational therapist. In it is emphasized Ga- 
len’s maxim that “Employment is nature’s best phy- 
sician and is essential to human happiness.” The 
author believes that without a share in the work 
of a community, one is apt to suffer from the pain- 
ful feeling of being ineffective and that the ideal 
self is frustrated and depressed by idleness. He 
believes that idleness is a positive evil and is the 


cause rather than the effect of the social, moral and 
intellectual deterioration of patients suffering from 
mental illness of long duration. He thinks it is 
not enough for the patient to be engaged in a time 
passing occupation and states that the criterion of 
successful occupational treatment is not the qual- 
ity or quantity of the work done but the patient's 
pride in the doing of it. 

Chapter II, “Psychological Types,” is interesting 
and important and contains unique classification 
groups. 

Chapter III, “Clinical Types,” is a masterpiece 
in which the author demonstrates an amazingly 
profound conception of the therapeutic occupational 
needs in various types of mental illness. 

In Chapter VI, “Habit Training,” there appear ex- 
cellent schedules for training in cases of men and 
women. 

Nothing is more pathetic than to observe hun 
dreds of mentally ill patients subjected to en- 
forced, complete idleness on the wards of our hos- 
pitals. The testimony on the benefits of exercise, 
labor and habit training is so convincing that one 
wonders why the full development of occupational 
therapy is being so long delayed. 

It is impossible to estimate the value of the re- 
sults to be obtained by the adoption of some such 
plan for the employment of all patients in our hos- 
pitals, as is outlined in Doctor Russell's book, and 
it is time for something to be done about it. 

Cc. P. May, M. D. 
British Periodicals of Medicine: A Chronological 
List: Compiled by W. R. Lefanu. Baltimore, 
Johns Hopkins Press, 1938. Pp. 93. Price, 
$1.00. 

This list of medical periodicals published in the 
3ritish Empire will prove of undoubted aid to bibli- 
ographers, librarians and medical research workers. 
No such list has been compiled previously for the 
entire Empire, although individual bibliographies 
for Australia, Canada, India and Ireland have been 
published. Part I deals with periodicals of the 
seventeenth, eighteenth and nineteenth centuries. 
Part II lists journal publications from 1900 to 1938. 
Indices for each part make readily accessible the 
individual entries which are arranged in chrono- 
logic order. This small volume should find a place 
on the reference shelf of every medical library. 

Mary Lourse MARSHALL. 
Injection Treatment of Hernia: By Carl O. Rice, 
M. D., F. A. C. S. Philadelphia, F. A. Davis 
Co., 1937. Pp. 250, 83 illus. Price $4.50. 

Placing emphasis upon the anatomy of hernia, 
which he regards as essential to the proper treat- 
ment by injection, the author goes into detail on 
every phase of this technic. The efficiency of va- 
rious solutions is fully discussed, with complete 
elaboration on the histopathology produced. 
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Complications and sequelae which may occur 
are outlined, with suggestions as to how these may 
be avoided or treated. Indications for the con- 
traindications to the injection treatment are con- 
sidered in an unbiased manner. 

Not the least interesting of the eleven chapters is 
that dealing with the history of this method of 
correcting hernia. Another engaging section gives 
the medico-legal aspects of such abnormalities in 
various states. 

This work is adequately illustrated with ana- 
tomical drawings, photographs and photomicro- 
graphs. It contains a bibliography. 

S. D. Murray, M. D. 


Emergency Surgery: By Hamilton Bailey, F. R. 
Cc. S. (Eng.). William Wood and Co.  Balti- 
more, 1938. Pp. 852. Price, $14.00. 

This is the third edition of this commendable 
work since 1930. In general, this edition has been 
little changed over the first one of 1930-31. For 
instance, the author still feels that the tannic acid 
treatment for burn cases is the treatment par ex- 
cellence. In the first edition, he recommends a 242- 
5 per cent tannic solution and now he advocates 
40 per cent in a 1-1000 acriflavine solution. In his 
discussicn of gas gangrene there is no change over 
that in his first edition, x-ray treatment not being 
mentioned, and the use of anti-tetanic and gas ba- 
cillus serum being only hinted at. 


There have been a few additions to the book, 
such as the use of sulfanilamide in various condi- 
tions. The volume is well illustrated and contains 
many two-tone prints which are of much value to 
the reader. 

There are several points of view which will not 
meet with those of other capable surgeons. As in 
the chapter on laparotomy, the author favors supra- 
pubic drainage of the general peritoneal cavity in 
all acute abdominal conditions, regardless of the 
position of previously, otherwise placed incisions. 
He places very great value on the Fowler position 
in acute abdominal conditions in general. In the 
chapter on appendectomy, the author recommends 
the ligation and inversion method. At the conclu- 
sion of every operation for gangrenous appendix he 
advocates using 10 c.c. of mercurochrome intraven- 
ously. In his treatment of acute periosteomyelitis 
he suggests rather radical surgery. 

The chapters on gallbladder and bile ducts, in- 
tra-abdominal injuries, and thoracic injuries, as 
well as many of the others, are very well done. 
Every phase of emergency surgery has been cov- 
ered, and much of the material comes into the 
field of the various specialties, as bronchoscopy, 
esophagoscopy and eye, ear, nose and throat. 

Although it seems to the reviewer that several 
of the chapters could well stand rewriting and 
bringing up to date, the author is to be highly com- 
Plimented on the manner in which he has handled 


his subject. The book well merits a place on the 
ready reference shelf of every surgeon and on that 
of most physicians in the smaller communities, 
who may at any time be called upon to treat emer- 
gencies. 


O. J. Hartie, M. D. 


Practical Otology: By Morris Levine, M. D., F. I. 
» §S. Philadelphia, Lea & Febiger, 1938. Pp. 
416. Price $5.50. 

This interesting and excellent book on otology 
represents essentially a compilation of lectures de- 
livered by Dr. Levine. It is written in a most in- 
teresting style dealing with clinical and practical 
problems which are encountered in daily routine 
office work. The author’s method of handling the 
various cases is described, and numerous prescrip- 
ticns are suggested. One is impressed with the 
fact that the local condition is never permitted to 
mask the general condition of the patient, and due 
attention is always given the latter. The book will 
not only answer the needs of the student and the 
postgraduate, but will also serve the specialist in 
reviewing briefly the essentials so easily forgotten. 

This is a well written and practical book on 
otology which meets the needs of the student. 


FRANCIS E. LEJEUNE, M. D. 


Dietetics for the Clinician: By Milton Arlanden 
Bridges, B. S., M. D., F. A. C. P. Philadelphia, 
Lea & Febiger, 1937. Pp. 1055. Price $10.00. 

“Dietetics for the Clinician” is a very valuable 
book for those interested in dietetics alone as well 
as those physicians who are called upon to pre- 
scribe a diet for some particular condition in their 
private practice. The volume gives a brief review 
of the mechanics of digestion and the physiologic 
chemistry of digestion, along with the general 
classification and structure and caloric value of 
various foods. 

The bulk of the book deals with “Diseases and 
their Diets.” Each disease is discussed in general 
and then various sample diets, or a list of food- 
stuffs which would be compatible with the disease, 
are stated. In another section the various foods 
are grouped according to classification, and the 
conditions in which they may be used are noted. 
This would seem a valuable aid since the physician 
need only refer to the disease in question to ascer- 
tain those articles of food which may be used in 
a given condition. Practically no disease of any 
importance is omitted from the discussion. 

Another valuable part of the book is the appen- 
dix where most articles of food are given in table 
form along with their caloric values both in metric 
and household units. The book has an excellent 
bibliography on dietetics and foodstuffs. It should 
be extremely valuable for the use of physicians in 
private practice as well as to reacquaint those not 
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specialized in dietetics with the importance of this 
branch in the treatment of their patients. 
K. L. Dickens, M. D. 


Vitamins: By 


3altimore, Wil- 
Price $4.50. 


Biological Standardization of the 
Katharine H. Coward, D. Sc. 
liam Wood & Co., 1938. Pp. 227. 

This authoritative book, written by an experi- 
enced worker in the field, covers the field of the 
determination of the vitamin potency of foods, 
materials prepared especially for use in therapy, 
when 


and the handling of preparations obtained 


investigating the chemistry of the 


workers are 
vitamins themselves. 

Part 1 (148 pages) deals with the practical side 
of the subject with a discussion of the general 
principles which govern the biologic methods of 
determination of the vitamins, animals that are 
suitable for such purposes, and the determination 
B. C and OD. 
on the interdependence of the vitamins. 

Part 2 (57 pages) covers the mathematics in- 


of vitamins A, There is a chapter 


velved, a discussion of the accuracy of vitamin es- 
timations, a report of the second International Con- 
ference on Vitamin Standardization, and a table, 
expressed in international units, showing the 
vitamin content of some common foods. 

The material assembled here is difficult of ac- 
cess and not easily appraised, and the author has 
rendered a valuable service in bringing the in- 
formation together. 


Sipney Buiss, Ph. D. 





toentgen Diagnosis: By Leo G. Rigler, 
Philadelphia, J. B. Lippin- 
Price, Atlas 


Outline of 
B. 6. M. B, M. ©. 
cott Company, 1938. Pp. 212. 
Edition, $6.50; Student's Edition $3.00. 

Lecturers and teachers of radiology have for 
some time felt the need of a comprehensive set of 

This volume by an author 


supplied this 


notes in outline form. 
of wide experience has adequately 
necessity. The subject matter is covered in eleven 
sections, divided to include the various systems. 
The indications for, and the information to be ob- 
fluoroscopy and roentgenography in 


Special roentgen 


tained from 
each case are carefully covered. 
examinations employing the various opaque media 
are also discussed. Of great value is the author's 
concise and careful consideration of the variations 
findings in the case of 
which 


of the normal roentgen 
each examination. The technical 
may interfere with correct interpretation also re- 


errors 


ceive due consideration. 

This work is printed in an “exclusive text edi- 
tion” for students, and in an “atlas edition”. The 
text matter is similar in the two formats. The 
atlas edition includes the 254 illustrations and x- 
rays referred to in the text. As a whole, this work 
should prove a valuable text to medical students 
and a quick reference work for physicians. 

J. N. ANB, M. D. 


2VUIEWS 


The Compleat Pediatrician: 
son, M. A., D. Sc., M. D. 
University Press, 1938. 


By Wilburt C. Davi- 
Durham, N. C., Duke 
Price $3.75. 
This volume, its title page adapted from that of 
“The Compleat Angler,” attempts to do for pedia- 
trics what the latter does for fishing. Designed 
for the use of the medical student, intern, general 
“The Compleat 
Pediatrician” gives the impression of attempting 


Pp. 250. 


practitioner, and_ pediatrician, 
to condense the whole of pediatrics into one ab- 
breviated volume. Unless one follows very care- 
fully the directions for using the book, he will be 
iost in a meaningless sea of signs and symptoms. 

The first seven chapters deal with diseases of 
children, grouped according to the principal sys- 
tem affected by the disease. Each chapter is sub- 
divided into: first, signs and symptoms character- 
particular system; second, descrip- 
Similiar pathologic 


istic of that 
tions of the specific conditions. 
groups are discussed together and then differenti- 
ated. 

A detailed chapter is devoted to laboratory pro- 
cedures, and other procedures frequently used in 
the practice of pediatrics. This chapter and an- 
other dealing with history taking and the physical 
examination of the child are of particular value to 
the medical student. Nutrition, general care and 
nursing, and infant feeding are extensively con- 
sidered. A final chapter on drugs and prescriptions 
rounds out a very well written and valuable, up-to- 
date reference book which deserves a place in the 
library of every medical student and pediatrician. 

RuTH SHUSHAN, M. D. 
MorRIS SuusnHan, M. D. 


Aids To Biochemistry: By E. A. Cooper, D. Se. 
F. I. C., A. R. C. S., and S. D. Nicholas, B. A., 
A. I. C. Baltimore, William Wood & Co., 1938. 
Pp. 213. Price $1.50. 

This little volume is of handy pocket size. The 
authors state that the intention is to present the 
general principles of biochemistry to students of 
medicine and science who have already studied the 
subject by means of larger textbooks or lecture 
courses. They state, further, that the book is in- 
tended primarily for purposes of revision. 

The book touches upon the various classic di- 
visions of the subject of biochemistry, and is brief 
and sketchy, with considerable space devoted to 
special preparations of substances of biochemical 
interest. 

It is a little puzzling to note that the vitamins 
receive but seven very small pages in a _ book of 
over two hundred pages, and_ the information, 
though reviewed in this second edition to 1938, is 
incomplete. 

The book is one of a series called by the English 
publishers “Student Aids Series” and carries the 
statement that these books are “specially designed 
to assist students in grouping and committing te 
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memory the subjects upon which they are to be 
examined.” 

The reviewer finds it difficult to picture how it 
would fit in with educational methods in this coun- 
try. 

SipNeEy Buiss, Ph. D. 
Civilization and Disease: By C. P. Donnison, M. 
D. (Lond.), M. R. C. P. (Lond.). Baltimore, 
William Wood & Co., 1938. Pp. 222. Price $3.00. 

There is much to intrigue the imagination in 
beoks comprising this category. There can be no 
question but that civilization has tremendously in- 
fluenced the advent and incidence of certain di- 
seases which afflict the members of the most en- 
lightened nations of today. It is the aim of the 
author to prove that a very close relationship ex- 
ists between diseases such as hyperpiesia, Graves’ 
disease, psychoneurosis, diabetes, peptic ulcer, and 
the complex environment which in its highest de- 
velopment we designate as civilization. Because 
the author has had the great advantage of having 
practiced among the primitive peoples of Africa as 
well as in England, he has been able to evaluate 
critically and correctly the differing effects of a 
primitive and cultured environment upon a people 
The absence or the occasional cases of the above 
mentioned diseases among the aborigines is a fact 
that he, as well as others, have been able to note. 
The author stresses the psychosomatic unity of 
the individual and reveals the “steady progressive 
modification of the mind toward social de- 
velopment.” It is the failure of the individual to 
adapt itself adequately to the intricacies of the 
environment of modern civilization that is respon- 
sible for the so-called diseases of civilization. 

The author briefly reviews the various schools 
of thought concerning the etiology of the psycho- 
neuroses and the origin of civilization and accepts 
the conclusions of the Adlerian psychology as be- 
ing the most enlightening, in an effort to show 
the interrelationship of civilization and disease. The 
author has written a most diverting and informa- 
tive book in a style that will provoke and retain 
the interest of the reader. 

I. L. Ropprns, M. D. 


Surgical Treatment of Hypertension: By George 
Crile. Philadelphia, W. B. Saunders Co., 1938. 
Pp. 239. Price $4.00. 

As is the case in most of Crile’s work, this new 
volume, which represents pioneer work in an en- 
tirely new field, is very interesting, and really 
represents a most valuable addition to our know- 
ledge of hypertension. The author has been a 
pioneer field in 
surgery, and his experiences, as he recounts them 


explorer in this relatively new 


in this book give the profession new hope in the 
attempt to harness an affliction that until now 
has defied every method of therapy at our com- 
mand. 


The study is unfolded, as is always the author’s 
custom, in a very systematic manner. He shows 
the importance of the brain, thyroid, adrenal and 
the sympathetic nervous system in man, and 
makes comparisons with other species of animals 
that are most convincing. The relationship of 
these all important structures and organs to hyper- 
tension is very well shown; the pathologic physio- 
logy is convincingly presented. Crile draws an 
analogy between “the genesis and surgical treat- 
ment of hypertension” and hyperthyroidism, and 
thus emphasizes the rationale of his surgical 
treatment of hypertension. 

Co-authors have discussed, rather briefly but 
very fully, the “types of arterial hypertension and 
their recognition,” the “ocular examination of the 
patient with hypertension,’ and “the renal lesion 
in essential hypertension.’ These men have pre- 
sented newer aspects in these fields and have ad- 
ded important data to the field of hypertension. 

Later Crile describes his technic of celiac 
ganglionectomy, presenting the operation as first 
done by him and explaining the reasons for the 
present day methods, tracing the evolutionary steps 
in a most interesting manner. In the last chapter 
he presents the history of the surgical treatment 
of hypertension with a review of the literature. 
The writer recommends this volume most highly 
to both internist and surgeon. 


FRANK L. Loria, M. D. 
Internal Medicine: Its Theory and Practice: Edited 
by John H. Musser, B. S., M. D., F. A. C. P. 
Philadelphia, Lea and Febiger, 1938. Pp. 1428, 
with illus. Price $10.00. 

The third edition of Musser’s text, “Internal 
Medicine,” to appear within six years includes im- 
provements in many sections. All sections have 
been brought up to date. 

This revision has 140 pages more than the 
second edition and much additional information 
on influenza, undulant fever, tetanus, tularemia, 
furunculosis, streptococcic meningitis and the con- 
tagious diseases of childhood. The sections on di- 
seases of the blood vessels, respiratory tract, and 
glands of internal secretion have been revised, not 
only by including the recent advances in those di- 
seases, but also by simplifying the 
presenting the material. 
additions, for example, 


method of 

There have been many 
Haverhill fever, Oroya 
fever, gastroscopy, regional enteritis and peritoneal 
tuberculosis. The accepted newer methods of 
therapy, as protamine insulin in diabetes mellitus, 
have been included in the discussions on the vari- 
ous diseases. 

The section on the mycoses, previously written 
by I. I. Lemann, and the one on blood vessels, previ- 
ously written by George Brown, have been rewrit- 
ten by Frederic M. Hanes and E. V. Allen, respec- 
tively. Fuller Albright, the third new contribu- 
tor, is responsible for the article on the gonads in 
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the section on diseases of the glands of internal 
secretion. 

The text still retains the lucidity, simplicity and 
first two 
con- 


conciseness, Which characterized the 
The and established 
cerning the diseases of internal medicine are pre- 
sented in such a manner that the reader may 
readily correlate pathologic physiology with clini- 
ca) manifestations,—a necessary objective too fre 
quently neglected in many textbooks of medicine. 
All sections have been modified to keep them 
abreast of the rapid progress of medicine. 


editions. salient facts 


revision continues to be an outstanding 
internal medicine, with contributions by 
authorities in the fields of 
The book is highly recommended 
interested 


This 
text of 
prominent respective 
disease entities. 
and 
in a practical, simple, clear, well organized, source 

latest important internal medi- 
The present edition is worthy of an equally 
that 


tv students practitioners who are 


of the aspects of 
cine. 
fine reception as accorded to the previous 
editions. 

Grorce E. Burcu, M. D. 


in Introduction to Bacteriological Chemistry: By 
Cc. G. Anderson, Ph. D. (Birm.) D. 
(Lond.). Baltimore, William Wood & Company, 
Pp. 28. Price $4.00. 

Students of advanced bacteriology and immuno- 
legy should find Anderson’s “Introduction to 
Bacteriological Chemistry” of value. The 
author divides the book in Part I 
gives a general discussion of hydrogen ion concen- 
tration and pH, colloids and adsorption, enzymes, 
the chemical composition of bacteria, yeast and the 
metabolism, respiration 


sact. 


1938. 


utmost 


three parts: 


lower fungi. In part II, 
and prevention of micro-organisms are considered. 
Then the substances synthesized of the organisms, 
such as proteins, sugars, lipoids and pigments are 
detailed. Part III gives a brief outline of the 
chemistry of antigens, haptens, antibodies, and an 
explanation of their reactions is presented. Those 
who want an elementary book on the relation of 
chemistry to bacteriology will make no mistake 
in reading Anderson's text. 


J. R. Kriz, M. D. 


Anatomy for Nurses: By E. B. 
Baltimore, William Wood & 
Price $3.00. 


lilustrations of 
Jamieson, M. D. 
Co., 1938. 62 plates. 
This compact 
beautifully executed serve aS a 
standard reference work for nurses. The diagram- 
matic quality of some of the plates clarifies re- 
lationships which are frequently obscured by more 
It is regrettable that practi- 


well selected and 


should 


volume of 62 
plates 


detailed delineation. 


cal plates on surface anatomy (and landmarks) are 


not included. 
B. B. WetnsTEIN, M. D. 


Bacteriology of Specific Communicable Diseases: 
Edited by M. S. Marshall. San Francisco, City 
& County of San Francisco Public Health De. 
partment, 1937. Pp. 141. Gratis. 

“Bacteriology of Special Communicable Diseases” 
is a small manual containing a great deal of data 
that should prove of value not only to those physi- 
cians engaged in public health work but also to 
those of us in private practice. It is the basis 
for the work conducted in one of our leading 
American cities. It has an added interest in that 
the author, Dr. J. C. Geiger, Director of Public 
Health, City and County of San Francisco, Cali- 
fornia, is a graduate of Tulane School of Medicine, 

I. L. Ropsins, M. D. 
Clinical Atlas of Blood Diseases: By A. Piney, 
M. D., M. R. C. P., and Stanley Wyard, M. D., 
M. R. C. P. Philadelphia, P. Blakiston’s Son 
& Co., 1938. Pp. 127. Price $4.50. 

This fourth edition of the small atlas of Piney 
and Wyard brings up to date in compact form the 
study of the essential diseases of the blood. To 
keep with the more recent advances in 
hematology, the present edition has been rewrit- 
ten and five new plates added. 

It is a handy, small book, thoroughly suited for 
the medical student as well as the practitioner. 

J. R. Kriz, M. D. 
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